vd3a8 


Reg. Dist. No. 


Items 8 & 9 Film G PDE, 
4397 CERTIFICATE F EATH 


yr ge MARYLAND STATE DEPARTMENT yh bic oe al ea i 18 


LF eae a. OSU EH RESIDENCE (Where deceosed lived. If institution: Residence before odmissian} 
°. o. b. COUNTY 
MARYLANI ~ 
Carroll . Maryland v 
b. CITY OR TOWN (If autside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


RURAL ond give nearest town) 


Rural_- Sykesville édays 


d. Poy gle = i {If nat in haspital, give street address) d. STREET ADDRESS. e. SS 
OLE Springfield State Hospital 606 Gittings Avenue ves C] No 


Pa 


certificate has been signed by the ottending physician ond completely filled in by the funeral director, 


3 NAME OF First Middle lost 4 DATE Manth Day Yeor 
(Type or print) Lucretia Viola (Brown) ASPLEMYER DEATH April 28 = 1960 


$. SEX 6. COLOR OR RACE |7. MARRIED EX] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Lh 78 hath Min. 
Female White wipowep [J pivorceo{] | 2-17405 1886 
10a. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF Bye OR INDUSTRY] 11. SIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of warking life, even if retired) 
Housewife’ Z Maryland U.SeA. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
x Charles William Brown Mary Viola ZZ 

15. WAS DECEASED EVER IN U. 5. ARMED Melek 16. SOCIAL SECURITY NO. INFORMANT Address 
(Yes, 10,08 unkncwn) {iF yet, give wor or dates of service) * 

I No | Hospital records 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c)-] 
PART |. DEATH WAS CAUSED BY: 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove carbon papers. Pages 1 and 2 should be filed with 


the registrar priar to buriol, cremation, or remaval, ond in ony event within 72 hours ofter death. 


IMMEDIATE CAUSE (o] hi i 5 days 
x Ep / DUE TO 
z Conditions, Wf any! which to 10s ic Cardio-Vascular Disease Years 
E gave rise ta immediote 
g cause (a), stating the under. ( OVE TO 
Fae lying couse lost. to. 
e 5 a Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[a}|19. WAS AUTOPSY 
& =| Chronic brain synd yome associabed with cerebral arteriosclerosis, with en Be 
O's i yes [] NO 
a J fu psycno a 
= = [20a. ACCIDENT WAS UNDERLYING C] eet DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part 1 or Port Il of item 18.) 
5 = OR CONTRIBUTING [] CAUSE OF DEATH 
§ © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 S 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, i 20F. (City of town) (County) (State) 
r-) fay Hour a.m, While Notwitie: foctory, street, office bldg., seis i 
e 
S = pom. 19 Jot work [] ot work 


21. | certify that | attended the deceased fram__July 22. __. 1959, ier 1960, that | last saw the deceased 


_, and that death accurred at_9: 50, fram the causes and an the date stated abave. 


OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 2 


poge 3 shauld be detoched for use as the buri 


alive an___ 2: 
2 ADDRESS (Street. city or town. state) DATE SIGNED 
Sete luunrn , _ Springfield State Hopital li-29-60 
= / PHYSICIAN'S * 

@: NAME (Type) Ilse Kanm, Ne De USykeaville, Maryland. 2 
Baz ‘72a. BURIAL, CREMATION, | 22b. DATE THEREOF Te, NAME OF Se Gas OR  BEMATORY 72d. LOCATION (City. town, or coynty} (Syate) 
235 BEMOVAL (Specify) ; Ze, np 
aia tt hede Oi aie wh ‘ 
~ - 


75 


Z 
23. FUNES oa OR’ a SIGNATURE Zoo Pho, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 

S AVS - ' tL 4 

SM 97s Bt, he ST lesser Le, td, pate MAY 3°60 Cnithua £, Trans 


tem 20 Film 261 4.29-WARYLAND STATE DEPARTMENT OF HEALTH 


— 


ams “XS ist yy OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND if 4 a 3 i) 
yet CERTIFICATE OF DEATH : ; 
S 3 5 Md Wee ‘DEATH Z ee (Where deceased lived. If institution: Residence before admission) 
5 8. 9. 0.5 b. COUNTY 
= 5 Carroll ARGS Maryland Baltog Cit; 
= Boe b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN 1b c, CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
8 8 ye Lond sip Nearest town) , : 
3 $2 ykesville éyrs.1mo. 2lidays Baltimore 3V0l 
€ = Pe 5) Ss d. Of INSTITUTION. (If not in hospitol, give street oddress) d. STREET ADDRESS e. Paes 
o>) ringfield State Hospital 2 N, High St, yes (1) No] 
@” 3. NAME OF First Middle Lost 4, DATE Month Day Yeor 
DECEASED | x OF 3 
a (Type or print} Katie Birnbaum DEATH April 10 19 60 
S 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [RJ | 8. DATE OF BIRTH 9, AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= ees lost birthdoy} [Months] Days | Hours] Min. 
Female White —|wivoweo pivorced [) 1911 L9 ys 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


during most of working life, even if retired} 
one - New York 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Unknown Ida Birnbaum 


ie WAS age apt U. S. ARMED — 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
es, 0, or unknown) {IF yen, give war or dale: of service) 
No | 3 = Springfield Hospital, Sykesville, Ma. Records. 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c). INTERVAL BETWEEN 
‘i ONSET AND DEATH 
PART |. peat WAS CAUSED BY: 


NIMMEDIATE CAUSE (0) Bronchopneumonia due to aspiration of foreign Days 
V2.4." DUE TO substance. | 


Conditions, if ony, which b) 
gove rise to immediote | 


100, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR is ii BIRTHPLACE (Stote or foreign country) 


& 
ES 
c 
5 
2 
~ 
IN 
< 


Then please remave carban papers. 


couse (0), stoting the under- ( OVE TO 
lying couse lost. {ec}. 


ransit permit. 


the Stote Board af Health priar ta burial, cremation, ar remaval, and in any event, wil 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}/19. WAS AUTOPSY 
~ M sg, ee PERFORMED? 
i) ental deficiency. yes] NOX] 


te has been signed by the attending physician and campletely 


PER COIDENT Vastu DEON aie HOW INJURY Seu Ae ni ra of injury in Port ui Port yer item pa 

ISE_OF DEATH len esp irate ea hich as. 
(IF EITHER, NOTIFY MEDICAL EXAMINER) fot owe BFP pneumonia, aretha ae the & assoc é Yoxia symp- 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED. SS) 20e. PLACE OF INJURY (Home, form, | 20f, (City or town) (County) ~~” (Stote) 


Hees ERO WM “ips Wile, Net wil ‘HOwprear "| asia J Carroll Md 


‘ot work [7] of work 


MEDICAL CERTIFICATION, 


saw the deceased alive an_/ il A 19.60, and that death accurred ab, OM, ha the causes and an the date stated abave. 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


d by the haspital ar attending physician. 


page 3 shauld be detached far use as the bur 


s 

z 

s 

< 

= ] Zo. SIGNATURE 72. DATE 

D 
B SF mofo bitcron BNE, 0 4/1786 
a a 2c. Name tiyect 22d. ADDRESS 
ype! 

e: Edmund Lusthaus, M.D. _._ Springfield Hospital, Sykesville,Md.____ 
4 3 3 Bo. ee CREMATION, | 23b. DATE THEREOR 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or apy {Stote) 
= 32 rat =| April 11/60 Oheb Shalom Baltimore, Maryland 
2) 2 24, FUNERAL DIRECTOR'S SIGNATURE ADORESS 250. REC'D BY 1460 2Sb. REGISTRAR’ 'S SINS A 
WR AIS (4) Sol. Levinson & Bros. Inc.- 6010 Reisterstown _ Apa} g 


go 
E 
2 
= 


9 


MARYLAND. STATE ee OF fy 2 gdm ecatael 18 (4340) 


6 Item ‘ilm KD ATI iwk 
xe 4389 CERTIFICATE OF DEATH wes 
% 35 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
es COUNTY Carroll marniano || ° Wary land Se cOUNY | -Carnoun 
a z 2 bEiTy OR TOWN (i wat corporate ini write | c. LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
$ 8 Westrins 9 Years RGtAl,/Mesemingtet Rt. #1 
& 22 Ee 4. NAME OF HOSPITAL {IF not in hospitol, give street oddress rs d. STREET ADDRESS Silver Run "8 13 RESIDENCE 
a: OFY arroil County Home Seen ! Westminster, Md. R. D. 1 Nene 
ES © [3 NAME OF First Middle Lost 4, DATE ‘Month Do Yeor 
- tape store Alvin A. Boose Slam 4/20/60 ae 
& 5. SEX 6. COLOR OR RACE 17. MARRIED] NEVER MARRIED [HR |8. DATE OF SIRTH 9. AGE lin yeon iF UNDER 1 YEAR] IF UNDER 24 HRS. 
Male White wipowen [J pivorceo 2/2/1878 8 va pe? 


10a. USUAL OCCUPATION (Give kind of work done! 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


y Canning Pactory Ex aploy ed Ret. Canning Factory Carroll Co,, Md, UeSAe 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Solomon Boose Savannah Koontz 
Tee oe te cea ME DIFORCES?: 16, SOCIAL SECURITY NO, |17, INFORMANT Address 
0 | 218-07-8705|Oscar F. Wentz, Manchester, Md, R. D. 1 


1B. CAUSE OF DEATH [Enter only one couse per li 


PART I. DEATH WAS CAUSED By: 
IMMEDIATE CAUSE (0) 


“Ue Dox yt DUE TO 
Conditions, if ony, which . 
gove rise to immediote 

cote {0}, stoting the under. ( PVETO kK 
lying couse lost. fc) t, 


for (0). (6). ond (€)-] 


INTERVAL BETWEEN 
ONSET/AND, DpATH 


Then please remave carben papers. 


the registrar priar ta burial, crematian, ar removal, and in any event within 72 hours af 


PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}] 19. oa? AUTOPSY 


ERFORMED? 

es O noo 

200. ACCIDENT N/AS UNDERLYING F] __ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Part I! of item 18.) 

‘OR CONTRIBUTING. 

{IF EITHER, NOTIFY MEDICAL EXAMINER) 

20. TIME OF INJURY Month, Ep Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Home, Ta 1 20f, {City or town) (County) {Stote) 

Hour o. m. While Not wiley foctory, street, office bldg., etc.) 
p.m. jot work [] ot bar? q 


21. | certifythat | Tae deceos — Wed i 19; oo, J toe i, ft Ze 1942. ,that I last saw the deceased 


te has been signed by the attending physician and completely fil 


nding physician. 


MEDICAL CERTIFICATION 


Rr ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


ed by the haspital or 
IRECTOR: After this cert 
page 3 shauld be detached for use as the burial-transit permit. 


olive on. LF. 1 20 ppt that death occurred o' 6 » from ue couses ond on the date stoted obove. 
} ADDRESS {tires Lot town st DATE SIGNED 
ACTUAL 
« SIGNATUR WE, Ga 2s df we 2B (a Ce weak A Madd fle 2/4 
Lg |_[NAME (Type) ‘> 
S38 [220. BURIAL, CREW en ‘ATION, | 0b. DATE THEREOF] 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Slote} 
2) z> tele (Specify) 4 Si N 
ee Buria ea reo. St. Marys Cemete ilver Run, Carroll Cos, Md. 
re oF 


ADDRESS 2do. wpe BST ‘Ub. prs Bey 
pais 0 (Fee, ail As Pel, _wittvrestow, Pas fost 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND te 4 3 4 1 


£399 CERTIFICATE OF DEATH 
\ Mapai 2. EU PESIEECS (Where deceased lived. If institution: Residence before admission) 
. Carroll marvianp || °°" Maryland Sco’ Carroll 


b. CITY OR TOWN it outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
Ra % 19 rest town), 
Rurai-~ Westminster 46 Years ||* Rural-- Westminster 


d. NAME OF HOSPITAL (If not in hospitol, give street address} yo. STREET ADDRESS e. prewar 3 


‘OR INSTITUTION f A FARM? 
R.D.# 6 R.D.# 6 90 nO 


3. NAME OF First Middle Lost 4. Date Month Dey —Yeor 
(hee orrriMGARRIE LEATHERWOOD BUCKINGHAM CEATH pad: Zz: 1960 


5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] |@- DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost tirthdoy) a Days | Hours] Min. 


Hemale White winoweo[] _—oivorcto OQ] November 12,188 75 


10a, USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (sta a or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of, working life, even if retired) 


Housewife Domestic Maryland UWeSsds 


|. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Owen Leatherwood Sarah A. Nye 


¥S. WAS DECEASED EVER IN U. S. ARMEO FORCES? be SOCIAL SECURITY NO. |17. INFORMANT Address 


Oe aes ENE AR ROK Mr, Willie nin, 5 


after death. Page 4 


3 


ate has been signed by the attending physician and campletely filled r 


by the funeral dj 


Pages | and 2 shauld be 


jaurs after death. 


eon RAR TR ORE 


18. CAUSE OF DEATH [Enter only one couse wa ine for (o), (1 


PART |. DEATH WAS CAUSED BY: 
a IMMEDIATE CAUSE (0), 


Ab { A DUE TO 
Conditions? if ony, which 


(b] 


INTERVAL BETWEEN 


COUG bub Ces he aw koridLhretage, (Settee 


Then please remave carbon papers. 


gove rise to immediote 
couse (0), stoting the under- 
lying couse lost, . 

Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIYEN IN PART I(o)| 19. vis s AUTOPSY 


15 fn no 


transit permit. 


20a. ACCIDENT WAS UNDERLYING O) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Dey, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
Hour 0. m. White saalanisinile foctory, street, office bldg.. etc.) | 


lot work [] of work 


MEDICAL CERTIFICATION 


® oad; 19.62, that (1) (ae) last 
tpl 1969, and that death accurred 28; e causes and an the date stated abave. 


7 22b. DATE 
ATTENDING MED. STAFF IGNED 
8 - DIRECTOR [) _ PHYS. 
= Da VP ne To 
hi AC ta 4: : 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City. town, or county) {Stote) 


Burial” 4-24-1960 Morgan Chappel Cemeter Carroll Co. Maryland 


24, FUNERAL OIRECTOR’S SIGNATURE AODRESS 250. REC'D BY REGISTRAR | 2Sb, REGISTRAR'S SIGNATURE 


C. M. WALTZ, Winfield, maryland DATAPR 25 ‘60 Oattun £ Hah 
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the State Board of Health prior ta burial, cremation, ar remaval, and in any event, withi 


page 3 should be detached far use os 


may be 


TO HOSP! 


== 
2 
= 
Sz 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND ac 4 . 
143 


£400 CERTIFICATE OF DEATH 


i 


1‘ Masa’ OF DEATH 
COUNTY 


- 
& a sg glass here deceased lived. If institution: Residence before admission} 
a b. COUNTY 
AML Oks Ld —— 2D, LAYYOLL 
= 3 b. CITY. ONT aa (le ‘Sutside carporote limits, write | c. LENGTH OF STAY IN 1b ¢, CITY YL TOWN (If outside corporote limits, write RURAL ond give nearest town) 
8 L, gnd give Oy town), 3 | 
® 52 CSVILA €. LEAS. . COVANESV hho 
S3 3 |. NAME OF HOSPITAL (If not in hospital, give street oddress} d. STREET ae e. IS RESIDENCE 
o & Qg cpr INSTITUTION. A FARM? 
eg: 4 NMuRspwe LtOMe nae LaAL. v5 1 NOR 
° a First Middl 4 a 
i) ms MLA LY aes aaa Month 
5 ‘ype or print] Z EZ 2, ee DEATH 
> 5. SEX 6. COLOR GR RACE | 7. MARRIED] ZABE: o B. DATE OF BIRTH 9. AGE {In years 
+ Pd lost ibichday) 
Pe wivowenJ@] ——_ivorceo] Y/y f’, £3 18 Ze Pao! ys. 


pls: CITIZEN OF WHAT COUNTRY? 


A.S. P-. 


10a. USUAL OCCUPATION (Give. kind of work ae KIND OF BUSINESS OR wait BIRTHPLACE (Stote or foreign country) 


AAuring most of working life, even if retired} 
Hee ARV L AHL. 


L7L rs x 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


— |Win Lug LARS Bi LOVE ff 


ic Sig? DE EASED EV RIN U. S. ARMEO FORCES? |16. SOCIAL SECURITY NO. Address 


ee ? bs Chas, GriSWal Pp. SYEBEVi tte Lop, 


18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), ond (a. - INTERVAL BETWEEN 


ithin 72 haurs after death, 


Then pleose remove carbon papers. 


ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a), Cashisal Mdhddschgas Casein} ms i a za A 
DUE TO 


xO 


Conditions, if ony, which ) 
gove rise to immediote 


cause (o}, stoting the under (CUETO 7 ad eo 
lying couse lost. e) 
rs Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO,D£ATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}|19. epee GS ag! 
i 
$ Yes] no 
= 20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port f or Part II of item 1B.) 
i OR CONTRIBUTING [] CAUSE OF DEATH 
© |(IF EITHER, NOTIFY MEDICAL EXAMINER} 
& ]20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town} (County) (State) 
Ss Hourawoe While Navwatia foctary, street, affice bldg., etc. iH 
2 cate eee 


21. | certify that (#) (this hae, nded the 2... fram... 7 si! setae Awd! ASA. 19222, that (I) (we) last 
saw the deceased alive ana. Sul Ag and that death accurred ot /M, fram the causes and an the date stated abave. 
To. ee ee E- Se 22b. DATE 
7c. PHYSICIAN'S 


AEN oH HE sed 
nate A Waep E HALL 


R ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 


ined by the hospital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician ond completely filled in by the funeral director, 


CDP SP ee, 2 eae 


poge 3 shauld be detached for use os the buriol-transit permit. 


% $ 23. BURIAL, owe 23b. DATE THEREOF 23c, NAME OF * LAF, OR GREWRTORY 23d. LOCATION Tay, town, or county) (State} 

=e SES | 4-26-60 oy te, fdri._ La _[1P, 
- > 24. a ERAt BAR FOR'S SIGNATURE ¢ f g ADDRESS 250. REC'D BY REGISTRAR 1 25b. REGISTRAR'S SIGNATURE 

VR AIS (4) \ fof se Lod yy oy 

TSM 9/39 Acs ZI Ql LF: 7 DATE apR 27 '60 Cakbut £ Frais 


1 D MARYLAND STATE DEPARTMENT OF HEALTH 
Y : Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
FOR STATE 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH Used 


HEALTH DEPT. 1. PLACE OF snr 404 "]| 2. USUAL RESIDENCE (Where deceesed lived, If Institution: Residence befora edmission) 


» COUNTY 
Carroll MARYLAND pO New York Paes wr 


b. CITY OR TOWN [if outside corporeta limits, c. LENGTH OF STAYIN Ib || c. CITY OR TOWN [lf outside corporete limits, write RURAL end give nasrast town) 
write RURAL and give neerast town) & 


(Sykesville). New York (28) GIX asi 


d. NAME OF HOSPITAL OR INSTITUTION {if not in hos iva straet eddrass) ~d. STREET ADDRESS 18 RESIDENCE 


Rt. 1, Hnerald Drive _ 345 B. 92 nd St., Yaka 


YS. NAME C oF First ———_ > meat Tost = TE “Month 
DECEASED 


OF 
(Typa or print) Margarete SS Cohn DEATH April 11 5 
5. SEX 6. COLOR OR RACE] 7, arnieD [-] NEVER MARRIED [-] | 8 DATE OF as ~_ ]9. AGE'(In years |IF UNDER T YEAR] IF UNDER 24 HRS, 


Fem. White wiowen pivorceo [] ‘4 f ee" "Months| Devs [Howe Mina 


‘TOa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | Il. BIRTHPLA' At orforeign country} —=«si2 CITIZEN OF WHAT COUNTRY? 


dona ei ee et 2 : 0 nA, nan 4 


13. FATHER{SNAME > 14, wa BAS 
a 
UpQuil \betf- 


6. Ae DECEAS or IN U.S. ARMED FORCES? | 16. CIAL SECURITY NO. pare Address 
jas, No, or unkown} yas givawaror datasofsarvica), IN 
“ae : 


| 18. CAUSE OF DEATH [Enlar only one causa par lina for [e), (b), end (c). MZ ‘ ") INTERVAL BETWEEN 


ONSET AND DEATH 
Ca eH MASAI o Rte a) Arterioscl mS 1 heart disease 


DUE TO 


f Health, 


fay is necessary, 


® 


pages 1 and 2 with the State Board 


eat within 72 hours after death. 


form PM3. Page 5 may be retained for your files. 


|-transit permit, 


or its designated agent, prior to burial, cremation, or removal, and in a 


if any, which 
to immadieta causa 


te should be executed within 24 hours after death. If a 


“PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a]) 19. WAS AUTOPSY 

2M Malle PERFORMED? 
yes [] NO gy] 
200. EXTERNAL CAUSE WAS ~~ | 206. DESCRIBE HOW INJURY OCCURED. (Entar neture of Injury in Part | or Pert Hl of itam 18.) re re 
PRIMARY [] or CONTRIBUTING [1 
CAUSE OF DEATH. 


be used as a burit 


~~ Month, Day, Yaar |. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 20%. (City or town) (County) ~~ (Stele) 
Whila __ Not While factory, street, offica bldg., etc.) | 


19 et work [_] et work [_] 
'Y that | took charge of the remains des d above, held an Autopsy oO Inspection bal Inquiry and in my opinion 
death resulted from: Natal gauses ie. Accident im} Suicide Ee Homicide it Undetermined manner oO 
a4 CHIEF MEDICAL EXAMINER [_] 
ACTUAL 
dal Sad (inne ES mip, ASSISTANT MEDICAL EXAMINER 2.1 DATE SIGNED 
DEPUTY MEDICAL EXAMINER [_] Apri i L2, 1960 
NAME (Typ) W. Bradke y Ki Jr., M.D ( 
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2. peas oo (Where deceased lived. If institution: Residence before Seliniggion)] 


~ gs 
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Spec MARYLAND || ° b. COUNTY ae} : 
: te. 2 
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B RURAL ond give nearest town) 2 V | “Y 
ane as Baltimore : 
> 4 . 
B 22 d. NAME OF HOSPITAL (IF not in hospital, give street oddres) d. STRFET ADDRESS e. 1S RESIDENCE 
oS a oO £4) OR | Tew ON A FARM? 
2 SOT Long View Nursing Home 528 Orkney Rd. yes [] NOT) 
| 5 3. NAME OF First Middle Lost 4 DATE Month Doy Year 
3 (Type or print) ABRAHAM Ge COLE death «= April 18 ’ 1960 
& 3. SEX 6. COLOR OR RACE [7. MARRIED [-] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER | YEAR|IF UNDER 24 HRS. 
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is Collector 
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= = % 
& 5 M 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence befare admission) 
i 
= 32 Carroll marnano || ° 8 Maryland » com’ Carrell 
ia o b. CITY OR TOWN (If outside corporate limits, wi ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest tawn) 
rf a RURAL_and give nearest town) 7 KA f 
“2 ees Rural-- 12 yrs. ||” Rural-- Westminster 
— 2 ‘d, NAME OF HOSPITAL (IF not in hospital, give street address) d. STREET ADDRESS 1§ RESIDENCE 
[od “ah a fe Se ON A FARM?. 
jag 3S A|_B.D. Westminster Salem Bottom Road _ ves C] NO E& 
@: 5 3. NAME OF First Middle lost 4. DATE Month Doy Year 
- DECEASED OF 
, {Type or print) — GENEVA AGNES COSTLEY oem April 6 196 
2 S. SEX 6. COLOR OR RACE [7. MARRIED [A] NEVER MARRIED [-] |@. DATE OF BIRTH 9. AGE Un yeor IF UNDER 1 YEAR] IF UNDER 24 HRS 
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Female | Colored |woown voce [Octeber 27, 1899 69m \vr™| °” | Hor] Me 


100, USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY 


IN (G 11. BIRTHPLACE (State ar foreign country) 
during most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


Housewife Domestic Maryland U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Allen T. Collins Hannah Gosnell 


WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. ]17. INFORMANT ‘Address 
no, ar unknown) {IE yes, give war or dates of service) a 
ORCA OO IO EEK a a a a2 a aK a ak Clarence C,. Costley, Same 
18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (¢).] 
PART 1. DEATH WAS CAUSED BY: ve ‘ 
IMMEDIATE CAUSE (a). Gretrek 2 Woes ter Mow, Tidahep Ro 4 
aN DUE TO 
Oat = 
Conditions, If any, which oe Lite #- Abst eet 
gave rite to immediate { 6 10, . 
couse (a), stating the under- 7 
lying couse lost. te) —— Lohan ated - 


INTERVAL BETWEEN 
ONSET AND DEATH 
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Then please remave carban papers. 


the State Board of Health priar to buriol, cremotion, or remaval, and in any event, within 72 hours after death. 
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G | (IF EITHER, NOTIFY MEDICAL EXAMINER} 
& |20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED 208. PLACE OF INJURY (Home, farm, | 20F. (City or tawn) (County) (State) 
rs Hora duet While Not while factory, street, office bldg., etc.) | 
= p.m. 19 Jat work [[] at work 1 


19. 0 


21.1 certify that (I) (this er attended the deceased from......- LES @.. Tes ta eee that (I) (we) last 
saw the deceased alive an.___©_/ 4419 G2), and that death accurred atZé¥2M, fram the causes and an the date stated above. 
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« Saxe M.D. | PHYS. DIRECTOR PHYS. 


22c. PHYSICIAN'S 22d. ADDRESS 


NAME (Pe) HOWARD E. HALL M. D. 
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. COU! LY b. COUNTY é; é 
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tA Zl LAND Aa a sett f/ 
b. CITY OR TOWN (If outside corporate limits, write |. LENGTH OF STAY IN Ib & CITY OF TOWN (IF autide corporote limits, write RURAL ond give nearest town) 
ay RAL and give neorest tows VA Uy, t 
ZL LLAME = eA ABZ LE Lice 
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oo INST! 10N, # ON A FARM? 
“27 fiiteiks, ome vey Noo 
. NAME OF First) Middle lost Yeor 
J Oo joy 
(ype ar print) = 7 EB Vik Ka g weg) 
5. SEX 4 6. COLOR OR RACE |7. maRRIED BA NEVER MARRIED ole 
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Yueh, SE sem BA 12 LEZE 
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( 
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te be executed within 24 
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13. ya MS NAME - Le iB MOTHER’: oe" Ri , 
Vetter wd. (toed Lil 
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17. 125 
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MEDICAL CERTIFICATION 
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te has been signed by the attending physician and completely filled 


After this certifi 


OR ATTENDING PHYSICIAN: 
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18. CAUSE OF DEATH [Enter only ane couse per line for (0), (b], and (c 


PART |, DEATH WAS CAUSED By: 
IMMEDIATE CAUSE (0! 
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Ly ey. DUE TO 


Conditions, if any, which (b) 
gave rise ta immediate 
cause (o}. stating the under- 
lying cause last. 
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19. WAS AUTOPSY 
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oo OR INSTITUTION ALL, i Cf, ay ‘A FARM? 
~ Chhia 17 4 OF. yes (] No 
3. NAME OF First Middle lost 4. Date Month Doy Year 
: we an yf Pte AAS, ty 7 > , oP a 
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20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, im em (City or town) (County) [Stote) 
Hour 9. m. While Net ehile foctory, street, office bldg., etc.) 
p.m. lot work [[] at work 


2).1 certify that Uy (this hasps ended the deceased fram.lu a : that Af) (we) last 


saw the deceasi oye Chm P= ras act f,..M, fram the causes and an the date stated above. 
20. SIGNATURI j 22. DATE 


ATTENDING MED. STAFF SIGNED 
M.D. | PHYS. Director 0 : 
22c. PHYSICIAN'S 22d. ADDRESS 


NAME (Type) Konstantin Ww MD. 


23a. ee CREMATION, 23b. DATE THERE 23ATPCATION (City, town, or county] (Stote) 
4 Po /, ss 2 
d / ( Se? COU 
2. Ce R x Tre SIGNATURE ‘ x ee 250, REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 
3 7 
Atth»<| UB ean, 1 pare APR 2 8 '60 Othe f 


Then please remove carbon 


transit permit. 


ficate hos been signed by the attending physician and completely fille 
e buri 


fending physician. 


MEDICAL CERTIFICATION, 


ed by the hospital ar att 


DIRECTOR: After this certi 
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TO FUNER. 


page 3 shauld be detached for use as 


moy be 


TO HOSP 


ae 
2a 


96 MARYLAND STATE DEPARTMENT OF HEALTH 
DIVisi 


ees 
]ON OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND v43do 4] 


4 
Iteme5&6 Pilma261 4/25/60 ciCERTIFICATE OF DEATH 


1. PLACE OF DEATH iZ 2, USUAL Ri ICE (Where ggbeased lived. If inlitution: Residence before admission) 
. COUNTY / yes VO 6 MRRTLRS Ba b. COUNTY 7 
— sf 
cITY wep If outside nce its, write | ¢. LENGTH OF ST) See IN 1b ca ee ee ree limits, write RURAL ond ae nearest town) 
* fuk oad i ese) Pe = 
Ors Vas: iy oN p nay ho se gers" odd bil ie DDI wh a BE e. & fg 
x ES ae] NO 
Z 
. First Middl i 4. DATE 
DECEASED, - pelo a3) los ID, Month je Day ‘eor 
(Type or print) (aa é udthe (i Dean we 6 
5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | B..QATE . RTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
— AL it cleat Months| Days | Hours Min. 
Female White _|wioowep pivorceo [] 


10a. yz \CCUPATION 3 kind of pe 10b. KIND OF Phe eam Ww. Ae 'E (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
WATERILO™ Waves We! aes 


13. FATHER'S N. A Be op Ly MAIDEN NAME “ 
urtig Fane. aVvve 


Se 


s after death, Page 4 


a 


‘ed by the offending physician ond campletely filled in by the funerol director, 


Pages 1 and 2 should be filed with 


4p 
1, Ls 
. WAS Pee OSED EVER IN U.S. aS Leet 16. SOCIAL SECURITY NO. | 17. | ipo a ‘ 
1. no, oF unknoy {IF yes, give wor or dates of rervice) OL. CS 
A We | eer Ad, ofilabe ty, 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] 
PART |. DEATH Was Aust BY L-Arteriosclerotic cardiovascular disease 


Yd soko 


os Seago Beats 


Then please remave carbon popers. 
jan, ar removol, ond in ony event, within 72 haurs ofter death. 


R ATTENDING PHYSICIAN: The law requires thot the death certificote be executed within 24 


s Conditions, if ony, which 2+ Nephroselerosis with hydronephrosis years 
E gove rise to immediate 
oa couse (a), stoting the under. ( CUETO 
ee = so Se couse lost. (c). 
ScR . 
BRS ) ra ne SIGNIBCAWT CONDITIONS CONTRIBUTING 7 BUT IOT RLATED TERMINAL DISEASE COPDITIONYGIVEN IN PART 1(0)|19. WAS_AUTORSY 
232 fe} } 
£5 5 (oh, nofpfp tt VEG £, ves Jay No 
ai yg 
Pons = [200. ACCIDENT WAS UXDERLYING E)__|20b. DESCRIBE HOW INJURY OCCURRED. Sas foture of injury in Port ms Port WAF i i 
g225 & | OR CONTRIBUTING CYCAUSE OF DEATH 
geis G |(VF EITHER, NOTIFY MEDICAL EXAMINER) 
O53 5 & |20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County). Stote) 
5 = ge a Hour 0. m. While Not while foctory, street, office bldg., etc.) | > 
si? 2 g p.m. WW jot work [[] of work 4 
eee. : ; F ae 
S255 21.1 certify that (1) (this haspi Zy/ d the deceased fra ih, he ae 2, 19L2F that (we) last 
222 2 
Le v= saw the deceased olive,an AZ (19/90 ond that death accurred St Y. m the causes and an the date sale abave. 
ae 38 Ze. Bees 2 5 f 1b. DATE 
ise ; Mg CV ATTENDIN MED. STAFF ae 
BERS 1 Abi dr M.D. | PHYS. a Director O) PHYS. — ff 
O2s 34 is gee eel Ne . 
% (Type) “ ao cb we, 
9: Konstantin WEBER M.D. £64? , 

FS ec ee ne ener ereterteetenntene Ws he Aiea ine 
BEC S 230. BURIAL/OREMATION, | 246. 23c. NAME OF EFM my ORCI eeu 23d, LOCA) ity, town, of county) (Stole) 
09,5 9% REMOVPt ‘Specify) my) ° 
Eom oe (Let 8 
2 2 2. eo LL DIRECTOR'S SIGNATURE ADORE . = 20. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 
VR AGS (4) mace 92 - 4 = cS on? LD i 
13M 979 t FB DATEAPR 2 0 '60 Onthun £ Heal 


MARYLAND STATE DEPARTMENT OF HEALTH uv q So) j 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


M 4407 CERTIFICATE OF DEATH 


di 


20a. ACCIDENT WAS UNDERLYING [} 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port II of item 1B.) 


20c. TIME OF INJURY = Manth, Doy, Year | 20d. INJURY OCCURRED 
Hour a.m. 
p.m. 


20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn) (County) (Stote) 
factory, street, office bldg., etc.) | 
i 


While Not while 
lot work ["] of work 


MEDICAL CERTIFICATION 


‘22b. DATE 


/ / ATTENDING MED. STAFF, i 
Lil G s M.D. | PHYS. DIRECTOR CL) _PHYS.20] L/ 18786 
— ; 22d. ADDRESS 


Agustin delCams, M.D. Springfield Hospital, Sykesville, Md. 


~ cst 
& 4 = % nN eg ta RED IDRRICE (Where deceased lived. If institution: Residence before admission} 
S 8 a. a. b, COUNTY 
or z Carroll La Maryland Balto, City 
— re) » b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
3 54 RURAL ond give neorest town) Gye / 
Res Sykesville s,5mos. 3days Baltimore » Vols & 
222 0 d. NABEIOE HOSETa) (#f nat in hospital, give street address) d. STREET ADDRESS °. is WRESIDENCE 
s 25 
gore Ols 808 E. North A ves (] NO 
ae BS . Nor Veo 
. = 5 3. NAME OF First Middle lost 4. DATE Manth Day Year 
= re - DECEASED © OF -, 
a 33 {Type or print) Walter Newton Ellis DEATH April 1 19 60 
rs >. 5. SEX 6. COLOR OR RACE | 7—yaceeRRRRPETSREVER MARRIED [7] |B. DATE OF BIRTH 9. aa roa IF UNDER 24 HRS. 
aS . janths 
are Male White [wows divorcen, July 31, 190) _ ia Maal ec 
2 7 a 100, USUAL OCCUPATION {Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
S af during most af warking life, even if retired) 
g ve Ordnance for Navy - Maryland U.S.A. 
o, 4 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
3 : 
eS, Walter Ellis Blanche 
PS $ 8 5. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= 6 Bee os Higa icles iar riclatae ch’neeyse8) ‘ y 
B pt No | - ~~ Springfield Hospital Records 
one | 
3 ce 8 1B, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] UNTERVAL BETWEEN, 
4 =a PART I. DEATH WAS CAUSED BY: 
2 85 Haves SAusiDaY., Pulmonary edema days 
5 te Uy 6O5 x DUE TO 
£ 3s Conditions, if ony, which Multiple hemorrhagic infartbions of lungs weeks 
3 e295 gove rise to immediote 
iat J SKeY couse (0), stating the under- '" s 
ges 3 lying couse last. _lhrombosis of liliac &vena cava sunerior xin days 
z $5 ag, I. OTHER SIGNIFICANT CONDITIONS. [TRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE COKIDITION GIVEN IN PART lia) |19. WAS AUTOPSY 
BRS - C. BS assoeewitn Siconot antorteatron with psy chobie reaction. PERFORMED? 
208 > vesK] NoQ 
aoe C 
See 
Zz 
=! 
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=x 
rg 
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z 
a 
Zz 
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ned by the haspital or attending physician. 


TO FUNERAL DIRECTOR: After this certifi 
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Oo 3 Be. avi, ae a 23b, DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY Ba LOCATION (City, town, or county) (Stote} 

at Burtal 4/16 ¢60 Loudon Park altimore 29,Ma a 
a er 24. FUN! ye y 110} Himond sor Ave a 25a. REC'D BY REGISTRAR | 25b, REGISTRAR'S SIGNATURE 

Te 9740" iy a Ce DATE ib see a + we 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4352 
44458 CERTIFICATE OF DEATH 


— 


Reg. Dist. No. 


_ c£ am * 
> 2 i i pe eens oe eine pemmice (Where deceased lived. If institution: Residence before odmissian) 
~ “a a. b. COUNTY 
« 
"oe Carroll ee Maryland Carroll 
é ri B. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest tawn) 
8 2 RURAL and give nearest tawn) x 
7 33 Uniontown Life Uniontown 
2 os d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
3 * \ OR INSTITUTION { ON A FARM? 
ba yes (] No 
& 5 3. NAME OF First Middle Lost 4. OATE Month Doy Yeor 
= DECEASED | OF 
3 (Type or print) Bailey Augustus Fleagle DEATH April 5 19 60 
: 5. SEX 6. COLOR OR RACE |7. MARRIED Gi] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy) [Months] Days | Hours Min. 
x Male White  |woowe oworceo J | Jan.6, 1892 68 ys. 
8. 10a, USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
< 5 
2 during most of working life, even if retired) " 
« jechanic Auto Repair Maryland U.S.A. 
a 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


s afte! 
= 


Theodore Fleaple Martha Williams 


be WAS Bee 8 oe tl U, $, ARMED. Pees 16. SOCIAL SECURITY NO. INFORMANT Address 
fat, no, or unknown) {IF yes, give wor or dates of service) 
No | 217-10~9115 |Mrs. Bailey Fleagle, Uniontown, Maryland 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per tice far (0), (b). and (c)-] ERVAL BETWEE 
PART |, DEATH WAS CAUSED 8Y: . ei S ON: DEATH 
p ~~ IMMEDIATE CAUSE (0) 


} zrnoed 


/ 7 , DUE TO = 
Conditions, if oar e C dageeeh i 4 hum, | 1S 0S 


Then please remav. 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 hi 


gove rise to immediote 
couse (0), stating the under. ( CUETO 
lying couse lost. ( 
fa) ra Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. pHrAS AUTOR 
— 
s yes [[] No 
= | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part I of item 1B.) 
& | OR CONTRIBUTING L) CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
3 otk 6. te: While Not while. factory, street, office bidg., etc.) | 
= lot work [7] at wark | 


ie PAs Se 194A that | lost sow the deceosed 
, from the causes ond on the wi obove. 


er Mes or a tile 0 
aaa uljus Chephko 


JOR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


ed by the hospital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate hos been signed by the attending physician and completely filled in by the funeral directar, 


ni 


page 3 shauld be detached far use as the burial-transit permit. 


a3 220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY , town, or county) (Stote) 
g > REMOVAL (Specify) 

Bie i of Uniontown, Md. 

6 23. FU! ECTOR'S SIGN, Tye? ADDRESS 2da. REC'D BY REGIST! 2db. REGISTRAR'S SIGHATURE 

vs ais) \ € Veg ‘ APR c (si) Cutan 2 Pieae 
15M 9758 \ .O. Fusg & Son DATE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ote 
Pe. £409 CERTIFICATE OF DEATH ud Qo3 


— 


Tes at [ee a es i Oe a ae ee ee ern a 
PHYSICIAN'S 


NAME (type) Do Edgars M. Maculans, Supt. Henryton State Hospital, Henryton, Md. 


220. BURIAL, CREMATION, 


T 2c. NAME OF CEMETERY OR CREMATORY, 22d. LOCATION (City, town, or county) (Stote} 
REMOVAL ‘peg! ) 7 


may be 


Sees ¥ Reg. Dist. No. 
& é 3 if 1. Lec 2 DW aURe osc (Where deceased lived. If institution: Residence befare odmission) 
a. °. ° b, COUNTY 
- 32 Carroll MARYLAND Maryband 
€£ Be b. CITY OR TOWN (IF outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
8 s RURAL ond give nearest town) 8 Shey 
cae are Henryton days | Baltimore VO |. 
2 gf d, NAME OF HOSPITAL {if nat in hospital, give street address) d. STREET ADDRESS ‘e. 1S RESIDENCE 
oS ar a , OR INSTITUTION ON A FARM? 
zoey O Henryton State Hospital. 425 W. Biddle. Street yes (] No 
€ S 5 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 

by - : 
ae ae {Type or print) Sims Forrest DEATH April 22 1960 
= > 5. SEX 6, COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED $©] B. DATE OF BIRTH 9. AGE {In years |IF UNDER 1 YEAR] IF UNDER 24 HRS. 
se Ss gee Months] Days | Hours Min. 
RSs Male Negro |wioweof _vworceto F] | December 23,1918 ye. 
Sf Ea: 10a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
g 88s during most of working life, even if retired) 
Boees United Frukt Co. Burkeville, Virginia U. S. A. 
ig 3 s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

686 
8 Bee doe Forrest Virlie Booker 
= Fos 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. | INFORMANT Address 
= & £7 (Yes, no. or unknown} (If yes, give war or dates of service) 
ounces h Yes | War II 230-01-7281|Bims Forrest-Patient 425 W. Biddle Street 
3 & g £ J ]i8. CAUSE OF DEATH [Enter only one couse per line far (2), (b), ond (c).] INTERVAL BETWEEN 
oD ay PART |, DEATH WA: ED BY: 
@ 25 ig Ye fit aye laes Cardiovascular insufficienc 
5 fF OE oa' 2K DUE TO 

~ ~ \ 
= f2> Conditions, tary, which by Hemorrhage 
$ 3 = S gave rise 10 immediote | oe 
‘S* oy ace couse (0), stoting the under- 
g ges 2 iyingtetivaleith «__Far advanced bilateral cavitary TB 
3 2 3 8 ies ( 5 Part tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{0}|19.. peel eM 
Ss0r5 ‘jal es 
veges VIS vss] NOD 
Fovas = [200. ACCIDENT WAS UNDERLYING 1) ]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part I! of item 1B.) 
ZE5.0 a= & | OR CONTRIBUTING [] CAUSE OF DEATH 
qe ie igs © |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 5 fs 85 & ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 
Sates ray Hour 0. m, While Not while factary, street, office bldg., etc.) | 
zsE2E = p.m, 19 lat work [1] at work H 
Osses r 
z os 2s 21. | certify that | attended the deceased from. April 14 1960 to April 22 19. Qhat | last saw the deceased 
ocded Hi 
an eee olive on. Apr and that death accurred @245P«M, fram the causes and an the date stated above. 
E =O 2 2 ADDRESS (Street, city or town, stote) DATE SIGNED 
425°C = fee 
eoese mo. _..Henryton, Maryland 4-22-60 
OfaDe 

ae 

Ba% 

53s 

Zee 

Cece 

- 


TO HOS! 


Faber Coigeeforss SIGN M- d V SAODRESS ; EC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
VS A15 (4) hi _ Gs y 
15M 9/58 OS i as a ZZ he APR_2 660 Costus Poca 


s after death. Page 4 


& 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled ‘in oy the funeral 


OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 


TO HOSP, 


mer 
as 


MARYLAND STATE DEPARTMENT OF HEALTH $954 
U4cu0 4 


aera Rj STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


ot 


3 i ip cia ce Cebear te usuat RESIDENCE (Where deceosed lived. If institution: Residence befare admission) 
ry a. a, STATE ; 
iy Carroll MARYLAND Maryland Re ‘4 
ao eg b. CITY OR TOWN (If outside corporate limits, write | ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest tawn) 
2 nea and give negrest tawn) i ? { 
y rykesville 9 mo. days Baltimore SVOh “ 
2 d. NAME OF HOSPITAL {If nat in haspital, give street address) d. STREET ADDRESS. e. [S RESIDENCE 
= 0 | | al OR INSTITUTION f, A ON A FARM? 
a ~| Springfield State Hospital 1108 W. Baltimore St. yes] No@ 
5 3, NAME OF First Middle Lost 4. DATE Manth Day Year 
- DECEASED | : OF 
; eee ea) Bessie a Foss DEATH h 5 1960 
se 5. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE ne IF UNDER 1 YEAR| IF UNDER 24 HRS. 
. bit joy] Manth: De H M 
4 female white  |wiowes Q DIVORCED &] 9/; 26/93 66 eh rae cd ea 
& 10a. USUAL OCCUPATION (Give kind af wark dane] 10b. KIND Oe BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
3 ung greet te ‘af warking life, even if retired) 
z ousekeeper PPL Virginia U.S.A. 
a 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
5 oan eo 
a Joseph William Ross Ida Florence McCauley 
38 S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 
& Yes, no. oF unknown) (IF yes. give wor or dotes of service) r 
5 No | Hospital records 
8 1B. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b), and (c)-] INTERVAL BETWEEN 
a PART I, DEATH WAS CAUSED BY: 5 4 ONSESRBIEEAY? 
5 » DEATIMMEDIATE Cause (o)___ Daateral bronchopneumonia days 
= ub ¢ 1x DUE TO 
V Canditions, if any, which b) 
gave rise to immediate 
cause (a), stating the under. ( DUE TO Ps : 
lying cause last. . 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART a Meas ebaiet 


Chronic brain syndrome assoc. with cerebral arteriosclerosis with psychosis xoQ 


200. ACCIDENT WAS UNDERLYING 1) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Port II of item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 


Hour a.m. While Nat while 
at wark (] ot wark 


200. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (State) 
factory, street, affice bldg., etc.) | 


| ar attending physicion. 


MEDICAL CERTIFICATION 


H 21. | certify that (I) (this ee 4, eee 2 2 Lay ee 19.80, that (I) (we) last 
o saw the deceased alive an___+ bf , fram the causes and an the date stated ie 
= Ta. SIGNATURE, a 2b. DATE 

= ATTENDING MED. STAFF Soh 
= M.0. | PHYS. MX  pirector PHYS. 4/5/60 

Ky 


‘2c. PHYSICIAN'S 


‘ 22d. ADDRESS 
NAME (Type) Konstantin Weber, M.D. 


Sykesville, Maryland 


In 


the State Baard of Health priar to burial, crematian, or remaval, and in any event, within 72 haurs after death. 


page 3 shauld be detached far use as the burial-transit permit. 


3 2a. pporns rei 23b. DATE THEREOF 23c. pane OF CEMETERY, OR CREMAPORY 23d. LOCATION (City, tayn, ‘ar caunty) te) 
~ ‘OVAL (Speoit y 
8 Af- £- a; legtebeto Dt eo 
"SSI Mey f oes be bony 25a. REC'D BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 
LE 
sup tif Gigle Lhe B PRT "80 | Cntr fans 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 vad 55 
£394 CERTIFICATE OF DEATH ea. 


a a aah og pS (Where deceased lived. If institution: Residence before admission) 
STATE 


pee Cs, manviano || ° AZZ “WMA PLeLt Ce, 


If outside corporote limits, c. LENGTH OF STAY IN Ib c. CITY OR TOWN {if outside corporate limits, write RURAL ond give nearest town) 


A Lye RAD. CERS Vheecrm crave 


‘d. NAME OF HOSPITAL (If notin hospitol, g} / d. STREET ADDRESS 


ofter death. Pag 


OR INSTITUTION 


e. 1S RESIDENCE 
ON A FARM? 


Pages 1 and 2 should be fi 
Qo 
~wS 


eo CREA MG _fANOME ¢ yes 1] No, 
. . NAME OF First Middl 4. DATE Mi 
DECEASED | La ue Sa lost Be jonth Day Year 
(Type or print) AC —/ DEATH Ja wf O 
5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] |. DATE OF 9. AGE (in yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


nu 72 eae ee Pie 


A 4. 4 ee wipowep [} DIVORCEI 
100. ie L Roe one sag kind ; ene 10b. KIND OF BUSINESS O! RY PLACE (Stote or foreign country) 12. CITIZEN > Meee 
luring most of working life, even if retires 3 
FLECIRIC(AV MAWUIACT URN C| MAR [-t-AY PD USA, 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Léa CREEN Lit. ws 


hysician and campletely filled in by the funeral director; 


Then please remave carban papers. 


|, Cremation, ar remaval, and in any event within 72 haurs after death. 


WAS DECEASED EVER IN U.S. ARMED FORCES? [16. SOCIAL SECURITY NO. | _INFORMANT ‘Address . 
Bn9, oF umn bial ddotes of serv 
(Tien eens BEX worse he WESIODETER 
18. CAUSE OF DEATH [Enter only one cause per line for (0), (6), ond (c)-] 5 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Va 9 
IMMEDIATE CAUSE (0). 
IO 
4 AO, | DUE TO t aS = + 
Conditions, if ony, which o 
gave rise to immediote > 
couse (a), stoting the under. ( PUETO 
lying couse lost. (¢ 


O ia Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}|19. WAS AUTOPSY 
2 
3 yes] NO 
= 1200. ACCIDENT WAS UNDERLYING ()__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 1B.) 
& ]OR CONTRIBUTING CJ CAUSE OF DEATH 
© (UF EITHER, NOTIFY MEDICAL EXAMINER) 
& 2c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
a Hour o.m. While et awhiiie: foctory, street, office bldg., etc.) | 
= p.m. 19 Jot work [7] of work \ 


ck macail); 19AgDthat | last saw the deceased 


from the causes and an the date “oa 
fi 


21. | certify that | attended the deceased fram © Wreag 1994 ta, 

alive an__ w wei, 1 (se ¢ and that deathjaccurred all 
~ *, ya 

ACTUAL (2, /\e- 

SIGNATURE. .D. 


RESS (Street, ¢ity or town, stote) Dal ED 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


ed by the haspital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending pl 


page 3 shauld be detached far use as the burial-transit permit. 


the registrar priar to buri 


PHYSICIAN'S 
name (Type) = 4 LOO VV IIN|EGEN SD VN 28 AYMWew en Wah 
Fa 3 tac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
re, 
oF b ELS ALAN PMWM LN Lesa STL LL AUD 
i 23. FUNERAL DIRECTOR'S SIGNATURI ADDRES: ° 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S lam 
VS AIS (4) y TESTU, Ss Sil f 3 ’60 Chilis of 
15M iy g Zh Mz Z A DATE MAY é 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 {73 35 6 
4388 CERTIFICATE OF DEATH Reg. Dist. No, 


Mi ) 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
o 


= 


Carroll marano || ° “’ Marvland b.counTY Carroll 
b. en DETOWN {le piece wiliaahay limits, write | c. LENGTH OF STAY IN Ib . CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
A Nese ; 
MEL RITy’ Life Y Mt. Airy 


d. NAME OF HOSPITAL (IF not in hospital, give street address) 7 0: STREET ADDRESS T 1s RESIDENCE 


rs after deoth: Page 4 


x] “Betiview Ave. / Bellview Ave. YEC) nol 


L See First i Lost 4. Pestid Month Day Yeor 
(ype or prin) WILFORD HOBBS vate April 6, 19 60 
5. SEX 6. COLOR OR RACE | 7. MARRIE NEVER MARRIED [7] | 8. ATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
sf birthday) 
Male White |woowe ovoreoQ | Jan. 9, 1877 | 83. m |" 
Wo. ae ool ee kind at spegiors 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
luring most_of working life, evea jf retires A 
Retired Grain spedtor-- Mill Maryland UsSSeaS 
13. FATHER’S NAME ;, 14, MOTHER'S MAIDEN NAME 
Norvall W. Hobbs Josephine Gilbert 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT Address 


"RRERER AA HRIR ER ERARR | 21301-5620 Mrs. Nannie A. Hobbs, 


18. CAUSE OF DEATH [Enter only one cavte per li a (0), (b). and (e}-] INTERVAL BETWEEN 
D 
ACC 


5 
8 
3 
a 
& 
‘a 
5 
2 
e 
— 
> 
2 
a 


xs 


Poges 1 and 2 should be fi 


PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {o] 


: =) Y/ x OuE TO 
Conditions, if ony, which 
gove rise to immediote 
cose {o), stoting the under: 
lying couse lost. 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0} 119. Ril 


Then please remave corbon popers. 


the registrar prior ta burial, cremotian, of removal, ond in any event within 72 haurs ofter dea’ 


yes] NO 


200, ACCIDENT WAS_UNDERLYING (7 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port | or Part II of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, | 20f. {City or town) (County) {Stote) 
Hour 0. m. While Not while factory, street, office bldg., etc.) | 
p.m. 19 Jot work [7] ot work [] 1 


at we t I attended the deceased from. Sia We, See evens dene ed | lost saw the deceased 


alive anc, (A eee that death accurred at ZO5 fram the cayses and an the date stated abave, 


PHYSICIAN'S Lhe VA 


NAME (Type) 


Te. NAME OF CEMETERY OR CREMATORY Wd. LOCATION (City, town, or county) {Stote) 
i 
Burvar'” |April 9,1960 Pine Grove Cemete Mt. Air Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS aa. FRY REGIRTAAR | 240. ISVRAR'S SIGHATURE 
__M. WALTZ, Winfield, Maryland 


‘cote has been signed by the attending physicion and campletely fille 


MEDICAL CERTIFICATION 


= 
a 
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2 
e 4 
a 
5 
Fy 
2 
g 
é 
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a 
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° 
wy 
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ed by the hospitol or 
HRECTOR: After this cer! 
page 3 should be detoched for use as the burial-transit permit. 


me 


TO HOSP 
may be 
TO FUNER: 


ssory, pleose exe 
Poge 4 should be 


is nece: 
‘ector. 


4 riles. 


Item 18. Give Poges 1, 2, ond 3 to the funer 


to the Chief Medicol Exominer's Office olang with farm PM3. Poge 5 


TO FUNERAL DIRECTOR: Poge 3 should be used os 0 buriol-tronsit permit. 


If ony di; 
Nd the registror prior to buriol, 


may be retained for yo 
File pages 1 Ap 


te should be executed within 24 hours after death. 


or removal. 


VS. AISME(5} 
5M 9/55 


* 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 | .: 95,7 
L417 MEDICAL EXAMINER’S CERTIFICATE OF DEATH a pits! 


2. USUAL RESIDENCE (Where deceased lived. If Institutions Residence before odmission) 


eS Maryland  °°NVarroll 


c. CITY OR TOWN (If outside corporate limit, write RURAL ond give necrest town) 


1, PLACE OF DEATH 


a. COUNTY 
Carroll MARYLAND 
b. CITY OR TOWN (it avtride corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib 


pest ; 
rural--Westminster Life Rural--Westminster 
d. NAME OF HOSPITAL OR INSTITUTION [If not in hospital, give street address} d. STREET ADDRESS @ IS ee 
R.F.D. 01d Washington Road noO] 
.m eee First Middle Lost 4. os Month Doy Year 
Cyeaies Pein BVELYN HOOK Beata APRIL 10 19 60 


6. COLOR OR ck 7. MARRIED [] NEVER MARRIED JK]| 8. DATE OF BIRTH 9. AGE (in yeor IF UNDER 24 HRS. 
a ae Hour | Min. 
ems wh wibOweD [} DivoRCED [] Qs 32 
0a, USUAL OCCUPATION [Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
during most of working life, even If retired) 
houseworlc domestic Maryland U.S. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
David Grant Hook Louisa M. Baker 
15. WAS DECEASED Lie IN U.S. ARMED FORCES? |16. SOCIAL SECURITY NO. z 
(Yas, no, oF unknown! {if yen, give war or dates of service) 
no Jr5e1 0077661 Wm, G. Hook , waa Same 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b}. ond (c).] INTERVAL Between 
PART I. DEATH WAS CAUSED BY: 


IMMEDIATE CAUSE (0) 


420, | DUE TO 

Conditions, if any, which 

gove rise to immediote couse 

{0}, stating the underlying( DUE TO 

cause lost. {c). 
ra PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART 1(a)/19. tes Shey 
3 ves] nofQ 
& 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of Injury in Port | or Port Il of iter 18.) 
& [PRIMARY C] or CONTRIBUTING C] 
| CAUSE OF DEATH. 
3 [20c. TIME OF INJURY — Month, Day, Year 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, ‘20F. (City or town) (County) (Stote) 
3 Hour 9, m. While Not while foctory, street, office bldg., etc.) } H 
= p.m. 19 ot work [J ot work 


21. I certify thot | took chorge of the remoins described obove, held an Autopsy foal Inspection BX, Inquiry wy and find that 
deoth resulted from: Noturol couse Pi Accident [[], Suicide 1], Homicide (J, Undetermined couse [[]. 


MO. CHIEF MEDICAL EXAMINER [1] oe 


DEPUTY MEDICAL EXAMINER’ 


720. BURIAL, CREMATION, | 22b. DATE THEREOF 72e. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, town, of county} (Stotey 
REMOVAL ISpecify) 
BURIA =-13=1960 Deer Park Carroll Co.,Md. 
23. FUNERAL DIRECTOR'S SIGNATURE , ADDRESS 2da. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
C. M. Waltz, Winfield ,Ma, baat tine 
APR 5 ie 


2 td 4 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND & 4 a SS 8 


4412 CERTIFICATE OF DEATH 


sie 
> 3 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceoted lived. If institution: Residence before odmision) 
& £ 2 Carroll marviano || ° STATE Maryland ». COUNTY Baltimore 
£ a) b. CITY OR TOWN (If autside carporate limits, write | ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside carporate limits, write RURAL ond give nearest town) 
Ff 3 RURAL and oer fie fawn) * > = 
ide hy =k ykesville limos .Sdays Baltimore 22 OS SBies 
2a 22 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) ‘d. STREET ADDRESS @. IS RESIDENCE 
co) » Bg O fo" OR INSTITUTION ON A FARM? 
eos OY Springfield State Hospital 2711 Dundalk Ave, ves E) NO fel 
2 
|. NAME OF i : 
2 2 3. DECEASED Mai Middle last 4 Gag ba Day Year 
23 (Type ar prin! Emilia Louise Hornak ceatH = April 17 19 6 
=e 5. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED ( | 8 DATE OF BIRTH a: ASE a yee IF UNDER 1 YEAR| IF UNDER 24 HRS. 
2 fast bi jay; Month: Da; He Min. 
By Female White  |woowe pivorceo(X] July 12, 1896 ts oy (Te FE 
23 
E a 100. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
go during most of warking life, even if retired) 
z Housewife - G L.S.Ae 
5 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Bendoline Pau. - 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT Address 


(Yes, ne, or unknown) {If yet, give wor ar dates of service) 


No to S pring eld Hospital Record 
1B. CAUSE OF DEATH [Enter anly ane couse per line for (0), (b), ond (c)-] 


TIO we Carcinoma of breast with metastasis 
DUE TO | 


cS 
$ 
s 
a) 
5 
2 
q 
| 
z 
eS 
2 
$ 
$ 
3 
> 
F 
3° 
5 
vv 
5 
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2 Canditians, if any, which (6) 
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a 
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6 
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6 
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# 
a 
2 
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INTERVAL BETWEEN 
ONSET AND DEATH 


ears 


gave rise ta immediate 
cause (a), stoling the under- ( OVE TO 
€ lying cause last. ey 
s a Parr it. 7H JER SIGNIFICANT CONDITIONS CONTRIBUTING TO.DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
5 2| Schizophrenic reaction, “ PERFORMED? 
& Ki yes] NO] 
2 = | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il af item 18.) 
Ss & | OR CONTRIBUTING C] CAUSE OF DEATH 
3 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 & [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, form, | 20F. (City ar town) (Caunty) (Stote) 
5 a bor am: White cheers factary, streel, office bldg., etc.) | 
- = p.m. Ww jat work [[] ot wark (} 1 
21.1 certify that (I) (this haspitol Set) the Coie On ay aes - eran | Pe 9 Resch vie 19.00, that (I) (we) last 
saw the deceased alive on___ and that death accurred 06 QP Meom the causes and on the date stated abave. 


G SIGIPATURE a 2b. DATE 
ATTENDING MED. STAFF NED: 
tn et AA a M.D. | PHYS. DIRECTOR PHYS. 4/18/60 
Zc. PHYSICIAN'S 2d. ADDRESS 


NAME (Tye) Edmund Lusthaus, M.D. Springfield Hospital,Sykesville,Md. 


OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 4 


Ined by the haspi 


TO FUNERAL DIRECTOR: After this certificate hos been signed by the ottending physigi 


& 3 23a_BURIAL, CREMATION, | 23b. DAT§ THEREOF ic. NAME OF CEMETERY OR CREMATORY 3d, JOCATION (Cily, town, ar By (Stote} 
i ay BES: 

3 é2 ee el CHIWLLLGL- 

= 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY fe ‘Sb. REGISTRARS: io 

VE ANS (0 Water Brsovs Beantey, Luc. - Junoace 22.M0d. | oare dh ee 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 359 
4413 CERTIFICATE OF DEATH it Sing 


Reg. Dist. No. 


ond 


5. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED | ® OATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


lost birthdoy) Mi 
1 bmomege meen [AER f el 


100. eee OCCUPATION ee kind of work done} 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


rin goes elton g life, if retired) p 
or B" even if reli OWN. Z Ud A 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


CAT ON GRRIETT NOM he 


ie WAS me a U.S. basis FORSES 16. SOCIAL SECURITY NO. [17. <a Address 
eee ce ENR SARE EO . a 
Non E. WILLARD HORTON TAR KURA LR 


18, CAUSE 2 DEATH [Enter only one couse per line for {0}. (b). ond (e).} INTERVAL BETWEEN 
Ke. 


PART I. DEATH WAS CAUSED B) > ONSET AND DEATH 
IMMEDIATE CAUSE is : 


DUE TO 


< se \ 
© ees 4) |i pace oF DgATH 2. USUAL RESIDENCE (Whece eer lived. If institution: Residence before admission) 
8 & 0. COUNTY a b. COUNTY 
ev 4 7? Pp 

~ ae PRROLL ini: ada| AA 2, LZ) (AK Roe t 
ae B CITY OR TOWN a ae corporate limit, write Te. LENGTH OF STAY IN 1b || ¢. CITY OR TOWN (If ounide corporeie limits, write RURAL ond give necret town) 
eS ond give nearent to ‘ a 
° 52 / y) Kus LAYS |X JZ WINE $6 VLE 
= eg d. NAME OF HOSHTAL (iF Tot i in hospital, give street oddress) /d. STREET ADDRESS e. 1S RESIDENCE 
= P4 
6 £5 OR INSTITUTION = f ON-A FARM? 
ee ois DILE BORG No 
s 5 ) NAJAE OF First Middle lost 4, DATE Month Ooy Yeor 
x be Mi a 
e253 Ure erin) WW LLI GPO HORTON APR A390 
= o 

2 


te be executed wi 


Then please remave carban papers. 


the registrar priar ta burial, crematian, ar remaval, and in any event 


Conditions, if any, which (0 
gove rite to immediate 

cote (0), stoting the under. ( OVETO 
lying cause lost. (¢) 


Part Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. Was AUTOPSY 
yes] Nol] 


20a. ACCIDENT WAS_UNDERLYING [) 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 1B.) 
OR CONTRIBUTING 1] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20¢, TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, : 20F. (City or town) (County) (Stote) 
Hodr: comme We. let “och: foctory, sireet, office bldg. etc.) 
p.m. 19 lot work [] ot work [1] ' 


icate has been signed by the attending physician and campletely 


nding physician. 


MEDICAL CERTIFICATION, 


21. | certify that | ottended the deceased from... Ey) Lhe \9___., 0. Bn 3LG.019.___.,Ahot | last sow the deceased 
alive on LB 2fLa, 12_____._, ond thot deoth occurred ot. 3__ 2M, from the causes ond on the date stoted obove. 


ADDRESS (Street, city or town, state) DATE SIGNED 


Se Mew Wired cen, ld. tall bo 


mete Zk MEW WWIS6 LL 


OR ATTENDING PHYSICIAN: The law requires that the death certi 


ined by the hos 


DIRECTOR: After 
Page 3 shauld be detached far use as the burial-transit permit. 


® 


| [Nanette BERTSON NEW WWD SOL. 
Pa as To. Cae G aS, 2b. DATE THEREOF ‘Tc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 

~5 pss 
= pe HODIS. AYLARSV/L LE ML 
iste oe ‘2do. REC'D BY REGISTRAR 24b. REGISTRAR'S SIGNATURE 

VS ANS (4) 4 

Yan oate APR 27 '60 Cntben £ Hawa 


» MARYLAND STATE DEPARTMENT OF HEALTH 


a 


ined by the haspital ar attending physicion. 


® TO FUNERAL DIRECTOR: After this certificate has been sign 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND a 6 0) 
LGts CERTIFICATE OF DEATH 
di ; f 
® 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
« cS COUN Caro Li MARYLAND o. state Maryland b.county Carroll 
£ “Bs b. CITY OR TOWN (IF autside corporate limits, write [c. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If autside carporote limits, write RURAL ond give nearest tawn} 
8 § RURAL ond give hes town} 6 , 
= $2 Sykesville 3?y Om 7d Westminster (Rural) 
2 22 La. NAME OF HOSPITAL (IF not in hospitol, give street address} d. STREET ADDRESS e. 1S RESIDENCE 
oUF i. a 3 OR INSTITUTION ON A FARM? 
“pe {2 Springfield State Hospital yes J NoO 
- S 3. NAME OF First Middle Last 4 DATE Month Doy Year 
Eee Type oF print) MARY JANE HUMBERT | bean 4 1, 1960 
23 Ey S. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE (ln eee IF UNDER 24 HRS. 
5 ge% x Min. 
a Bye Female White winoweo [SL Divorced [] 12-29) 65" yes. x 
2 4 a ra 10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
zg §gs during mast of working life, even if retired) 
% yee Housewife err eee Pennsylvania U.S.A. 
Soe ar 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
o.¢ is . 
§ 2ef John C. Bollinger Elvira Keagy 
= Bo i ‘WAS DECEASED EVER IN U. S. ARMED FORCI . SOCIAL SECURITY NO. | 17. INFORMANT Address 
€ oF ec }, no, or unkown, UF yes, give war or dotes of servi A 
Boots | No | Sa sen Records of Springfield State Hospital 
at) 
3 2 g = 1B. CAUSE OF DEATH [Enter only one couse per line for (a), (b}, ond (c)-] INTERVAL BETWEEN. 
=) 42 1G, 4 
ite pore PART |, DEATH DIATE CAUst [o)_COronary occlusion hours 
5 £85 4 ( QUE TO 
Seas Conditions, if any, which ii Hypertensive cardio-vascular disease years 
3 3 rs gove rise to immediate 
3 § couse (0), stoting the under. (| DUE TO 
g = lyi lost. 
3 2 ying couse los! @ 
z . ?* rs Past il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)| 19. Nee. 
iS § = i ‘ ; 
ri VA 3|__Schizophrenic reaction, catatonic type yves(] No] 
le 5 = 20e. ACCIDENT WAS UNDERLYING [1 [20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port tl of item 18.) 
a 

cA be © [UE EITHER, NOTIFY MEDICAL EXAMINER) 
=. [J ~ 
2 s & ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20f. (City or town} (County) (State) 
> a a Hour a.m. While Not while foctary, street, affice bldg., etc.) ut 
z= 2 g jot work [[] at work [[) 
° 3 
z a 
g £ 
& 
gags: 
« ° 
° z 

2 

= 

a 

® 

€ 


page 3 shauld be detached for use as the burial-transit permit. 


21.1 certify that (I) (ibs haspital) attended the deceased fram.. 2- 19.59 ta d-13- — 19._.., that (I) (we) last 
| HaL3= 19, 60 and that death accurred ot22 5M, i the causes and an the date stated abave. 
7 2%, DATE 
SIGNED. 
Mbt no [REN Mao EME O 
jc FHYSICIAN'S 22d. ADDRESS 
, ly A 
i ‘RONSTANTIN WEBER _ Oak Street, Sykesville, Md... .. 
ae 230. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) op 
cay gucyspee” | 4716/60 Christ Church Cemetery |Nr, Littkestown, Adams 
= JERAL DIRECTO! ‘9 TURE ADDRESS, 2S. REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 
VRAIS (4) Pref : Pods Littlestown, Pas PATE ang 1.860 Chan 8, Porna 


; MARYLAND STATE DEPARTMENT OF HEALTH 3b) 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND us 
CERTIFICA “ATE. OF DEA Ho 
& 3 1. PLACE OF DEATH a 2. USUAL RESIDENCE oe deceased lived. If institution: Residence before odmission) 
g& & 3 o. COUNTY PRC RA 0. STAT b. COUNTY 
; Carroll,Co Md Montgomery Q 

3 3 b. CITY OR TOWN (if outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

8 RURAL ond give nearest town) aaa - 

* 52 Sykesville, Md. lyr. 3mo.2hda 13716 Colesville Rd, pe [SQ 

2 2 d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 

9 ‘a 7) ‘OR INSTITUTION ‘ ON A FARM? 
&@ = Ol Springfield State Hospital. Silver Spring, Md,. ves] NO) 

z 

ee 3. NAME OF i jidd | 

7 x P Dectaseo First Middle Last Day Yeor 

& 3 é (Type or print} Viola Jennson } 196 @ 

=e os S. SEX 6. COLOR OR RACE | 7. MARRIED Fe] NEVER MARRIED [] |®. DATE OF BIRTH 9. AGE (In yeors F UNDER 24 HRS. 

= ee = lost birthdey) Days | Hours] Min. 

3 aie Fene le White wipoweo [] pivorcep [] 6] ys. 

s & 10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country] 12, CITIZEN OF WHAT COUNTRY? 

3 gis during most of working life, even if retired) 

3 5 ewife Vir ee 

g 58 > (113. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

° 

® 8 Bead 

8 y John 4. Joh nson Minnie Thompson 

= 2 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 

ra 4 (Yes, no, oF unknown} (iF yes, give wor or dotes of service) 0) 3 z 

pitas Yo | No None Springfield State Hospital Records. 

« 

8 3 18. CAUSE OF DEATH [Enter only one couse per line for ce (b), ond (©)-] INTERVAL BETWEEN 

3 2a PART t. DEATH WAS CAUSED BY: Are, / ret 

2 § Bux mee: (o} Acute Gnd Cl ay il 23 1a in AVE Wt 

Sac 430. veto CLOLYrOAC PS 

2 

$ 

5 

z 

2 

z 

2 

° 

2 

é 


, cremation, or removol, and in ony event, within 72 


: After this certificote hos been signed by the ottending physicion and completely filled in by the funerol 


2 Conditions, if ony, which b) 
£ gove rise to immediote 
2 couse (a), stoting the under. ( DUE TO 
a lying couse lost. 
285 Fs Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART T(o}]19. WAS AUTOPSY 
ES = ee 
< ro) * re s + 2 2 
a92 s aI nh rulsive disorde h psycho 28 on ves) Not] 
re = | 200. ACCIDENT Wat UNDERING T__ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Fort Tor Port I of item 1B.) 
2552 & JOR CONTRIBUTING LJ CAUSE OF DEATH 
zece © [CF EITHER, NOTIFY MEDICAL EXAMINER) 
25 “3 % 
Z ig: S & 2c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town} (County) (Stote} 
Bs ge 2 Hour 0. m. yp (White Not while foctory, street, office bidg., etc.) ! 
(eee e = p.m. jot work [] of work [] ' 
04528 
ye z 3B 21. | certify that (I) (this haspital) dle the deceased fram.____-__-_---____., emo rake. foe She , 19.60 that (I) (we) last 
of 
Zog eS eae the deceased alive on.___4 Af Bas 19.60., and that death occurred ot ____. M, fram the causes and an the date stated abave. 
pee | MZfasd Aaagte Wi 
< Ras ATTENDING MED. STAFF ; 
=o Po 35 A M.D. | PHYS. __bikector C)__PHs. 472/80 
Oren? 22c. PHYSICIAN'S 22d, ADDRESS 
aos6 
a] NA y D, 
S.- Eris 9: MARGOLIN 
3 rr Oe I Ee EE A ee: = eee 
% Bgo 2 Be. AGRIAL, pele | 23b, DATE Ug Ab ey OF CEMETERY OR  LEEAYION (City, town, or county) (Site) 
3 u ei 
= pe ee (oe (AUER ei Lila | ARLiNGTOM (sige , Qe 
ee 244 PNERAL DjREL ADDRESS 250. REC'D BY REGISTR 2Sb, REGISTRAR'S SIGNATURE 
ud a y 
VR AIS (4) iG 
5M 9739) OZ Lite iW Mine IY Al GW bo oarPA'S —_'60 Cutten £ Sous 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 == ss. 9 
v4362 


“et CERTIFICATE OF DEATH 


rl 


~~ cS Reg. Dist. No. 
S ¥ lL TUE Re DEATH Ss eo (Where deceosed lived. If institution: Residence before admission) 
o °. 9. STA f 
ea, x Carroll MARYLANO Maryland Ha 3vV0l-4 wv 
= © b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
8 a RURAL ond give nearest town} 
% $2 Rural - Sykesville 2yr. limo. 15da, Baltimore City 20 No.Castle,BaltigMd. 
& O38 ra 
$ & d. rk te ee (If not in hospitol, give street oddress) d, STREET ADDRESS Transferred Brom e. Ese ee 
$ = pringfield ate Hospita Baltimore City Hospital yes 1] No 
2 
oO 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
- DECEASED a OF 
: (Type oF print) Mary Heimel KAPTAIN DEATH April h 19 60 
: 8. SEX 6. COLOR OR RACE |7. maRRIEO[] NEVER MARRIED (1 | 8. OATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
. Pew lost birthdoy) Min. 
- Female White wipoweo &J —ovorctO OO) | Ao-15 =1S77 $2 ym. 


10a, USUAL OCCUPATION (Give kind of work done 


U 10b. KIND OF BUSINESS OR INDUSTRY /|11, BIRTHPLACE (Stote or foreign country} 
during most of working life, even if retired) 


12, CITIZEN OF WHAT COUNTRY? 


Housewife Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
y/ John Heimel Anna Heistedder 
. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
8. nO, oF unknown) {IF yes, give wor or dates of service) 
No | None Hospital records. 


1B. CAUSE OF DEATH [Enter only one couse per line For (0), (b), ond (c)-] 
PART |. : : 5 
TI. OFA MEDIATE Cause fo) _Arteriosclerotic Cardio-vascular 
LR. i DUE To 
Conditions, if ony, which w_Arteriosclerosis, generalized. 


gove rise to immediote 


INTERVAL BETWEEN, 
ONSET AND DEATH 


1 - week 


Then please remave carbon papers. 


R ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physicion ond campletely filled in by the funerol directar, 


£ 
8 
3 
s 
6 
§ 
o 
2 
a“ 
g 
Ps 
£ 
‘3 
i 
s 
: 
3 
=> 
ee 
gc couse (o), stoting the under ( OUE TO 
e%sPR lying couse lost, my 
a 5 + a Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. Ma at 
eo o = r 3 s 
ag 8 Oo S|__ Psychosis with arteriosclerosis. yes 1] No fi 
= 3 o = 200. ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
> re = OR CONTRIBUTING [] CAUSE OF DEATH 
ees 5 J(F EITHER, NOTIFY MEDICAL EXAMINER} 
sees & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY [Home, form, | 20F. (City or town} (County) (Stote) 
6288 3 Hour o..m. 1p [White d Not stile foctory, street, office bldg... ach 
Te | = Pim. lot work [[] of wor 
image , ri 
3 3a 21. | certify that | attended the deceased from__JULy_________ 5 1953, to April hh. 1960, that | last saw the deceased 
£226 4 
2 4 3 oliveon_, April 3. _, 1260 _, and that death occurred at 2 O0AM, fram the causes ond on the date stated obove. 
=Os ADDRESS (Street, city or town, stote) DATE SIGNED 
So 
>e DS % 
2 a ACTUAL | / “4 * 2 
Bess SEnAtunt pn YW2ot- Wen 5 uo. Springfield State Hospital _| hy-h-60 2. 
a | Ce 
25 PHYSICIAN'S : F 
8 28 NAME (Type)__Myxn Nizankowsky, M. D. _Sykesville, Maryland 
3 3B 2 : To. LG EUR, b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or cousty) Gas 
FSR Ps meer” | apr 7 1960 Holy Redeemer Cemetery 44,30 Belair Road Md. 
° = 
- Ri 


a 
= 
2 
8 


v 23. NBECT SI TURE ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
y 
aN by LOE OU BARD FT low APR 6 60 ntlhun £ F6. 
NY 


st 


ith 


(= 


ee 


Pages 1 and 2 should 


death. 


Relbetexcamiee tw itini’ g 


igned by the attending physician and campletely filled in by the funeral director, 


‘ical 


Then please remave carban papers. 


iciat 


The law requires that the death certifi 
tificate has been 


jis cert 


After thi 
page 3 shauld be detached far use as the burial-transit permit. 


d by the haspital ar attending physi 


R ATTENDING PHYSICIAN: 


©. 


may be 


TO FUNERAL DIRECTOR 
the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs aj 


TO HOSP! 


< 
& 
> 
a 
= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 436 3 
£417 CERTIFICATE OF DEATH NR sine 


1, PLACE OF DEATH Y ZZ 2. USUAL RESIDENCE (Where decoosed lived. If institution wake before er, 
pe ©. STA b. COUNTY 
% MARYLAND Pein rae 
. I Maryland (54. ott, 
b. CITY OR TOWN (If outside corporote limits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate timits, write RURAL ond give nearest town) 
RURAL and give neorest town) i 
Seis Baltimore Gity O03 x-2 
d. NAME OF HOSPITAL (IP nat in hospital, give street oddress) d. STREET ADDRESS e. 15 RESIDENCE 
OR INSTITUTION, 2 ‘ON A FARM?, 
2309 Poplar Drive yes [] No ff 
i 4. DATE af 
Neo Middle Lost Da Month Day eor 
ECE la Dorothy Eileen Kelbaugh DEATHS Ward 25, 19 60 
6, COLOR OR RACE |7. MarrieD fF] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR|IF UNDER 24 HRS. 
lost birthdey) [Months] Doys | Hours] Min 
* WIDOWED [] Divorced [] 6 6 yrs. 


emate 
10a. USUAL OCCUPATION (Give kind af work done} 10b. KIND OF BUSINESS OR INDUSTRY 


12. CITIZEN OF WHAT COUNTRY? 
during most af warking life, even if retired) 


. BIRTHPLACE (State or foreign country) 


r Retired Baltimore, Maryland U.S.A- 
13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Furman Blair Sophia Payne 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
(Yes, no, of unknown) ‘OF yes, give war or dates of service) 
No ee 34- Willard Sewell Kelbaugh 2309 Poplar Drive 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and {0)-] —— — 
PART 1. DEATH WAS CAUSED BY: : q Ls 
IMMEDIATE CAUSE (0! MAR Cres fe 


{ 2 0 X DUE TO . T of 
Conditions, if ony, which (by Co he i a 
gove rise to immediowe | 
couse (0), stoting the under- o C 7 e 
lying couse last. td Fal ‘ A 


z Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
S PERFORMED? 
Ss 

S Yess) noo 
& | 200. ACCIDENT WAS UNDERLYING []__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 

& | OR CONTRIBUTING 1) CAUSE OF DEATH 

& | (IF EITHER, NOTIFY MEDICAL EXAMINER} 

& [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, form, | 20F. (City or town) (County) (State) 
rat Hour While Not white foctory, street, office bldg., etc.) i 

$ a 19 fat work [] ot work [] i 


21. | certify thot | ottended the deceased from____“J =A, 19. FO to =A betes : 
alive on___ A m2 SY, 1942.6, ond that death occurred ot_______ _M, from the causes ond on the date stated obove. 


titi IL Neng BAST nn 1509 La bey Hay OO Moe 
mun thom 2o © AbbaT Lilt Fe. ; 


— 
22a. BURIAL, CREMATION, | 22b. DATE THEREOF fe NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 7 


2 ational Gem. | Baltimore, Maryland 
. BUN RE 68.0 IGNs E 
4600 Liberty Heights Avenue 


‘2ha. REC'D BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE 
pare APA Zo ov OER ye ¢ 


£ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 re 964 
4428 — CERTIFICATE OF DEATH vee 


as 


Reg. Dist. No. 
Ki 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
°. 9. b. COUNTY 
, 4 } Carroll MARYLAND Mar 


b. CITY OR TOWN {If autside carporote limits, write 
RURAL ond give nearest town) 


c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest lawn) 


pO: ofter death. Poge 4 


TO FUNERAL DIRECTOR: After this certificote has been signed by the attending physicion and completely filled in by the funeral director, 


£ 
3 
nt 
s 
2 
a 
net a7 ee 
z Henryton 4kO days Annapolis Od X- of 
2 d. NAME OF HOSPITAL {If nal in haspital, give street oddress) d. STREET ADDRESS. e. 1S RESIDENCE 
a ) OR INSTITUTION ON A FARM? 
$ OOJL_Henryton State Hospital R Box 278 ves fi NOD 
o 3. NAME OF First Middle Lost 4. DATE Manth Day Year 
co DECEASED» OF 
3 {Type ar print) Thomas Kent, Sre DEATH 19 60 
o 5. SEX 6 COLOR OR RACE | 7. MARRIED] NEVER MARRIED [[] | 8 DATE OF BIRTH 9. AGE {In years UNDER 24 HRS. 
é Igst birthdoy) | Months Min. 
Fs Male Negro _|wioowep pvorceo O] | 5—?-1877 820 yn. 
Be 10a. USUAL OCCUPATION (Give kind of wark dane|10b. KIND OF BLISINESS OR INDUSTRY |11. BIRTHPLACE {State or foreign country) 112. CITIZEN OF WHAT COUNTRY? 
ge during most af warking life, even if retired) oe , 
2 Calvert County, Md. U. S. A. 
8 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
8 
8 John Kent Sarah Rice 
£ Ls WAS mecca eR U, S. ARMED ee 16, SOCIAL SECURITY NO. INFORMANT Address 
5 fer, n0, oF unknown! {IF yes, give war or dates of service) 7} 
é No | SANK Thomas McKeever, Sr. - Rt. #3, Box 278 
g 1B. CAUSE OF DEATH [Enter anly ane couse per line for {0}, (b), and {c}-] INTERVAL BETWEEN. 
a PART |. DEATH WAS CAUSED BY: 
§ IMMEDIATE CAUSE (o} Cardiovascular insufficiency 
2 
Fs 


U2 dD / DUE TO 


Canditions, if ony, which oy Myocardial infarction 


gave rise ta immediate 


cause (a), stating the under. ( OUETO 

LE MERE ELE g—.._ Arteriosclerosis 
ra Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) | 19. rearonee 

Ole cee . 

$ Mod, Adv. pulmonary tuberculosis yes) No] 
= 20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Port Il of item 1B.) 
ie: OR CONTRIBUTING [] CAUSE OF DEATH 
© [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
z Ar yo 2 ee a Oo as 
& [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f, (City or lawn) (County) (State) 
5 Hour a.m. While Nat white foctory, street, office bldg., etc.) ! r 
FE pom. 19 Jat wark [] at work 


_April_6, iy 19. 6Qhat | last saw the deceased 


il 6, ’ » 60 _, and that death accurred at. JAM, fram the causes and an the date stated abave. 
ADDRESS (Street, city or, town, state) DATE SIGNED 


ACTUAL Od arty Op. Vea lama — 


SIGNATURE 


OR ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 2: 


NaMeiyes_Dre Edgars M. Maculans, Supt. 


220. BURIAL, CREMATION, | 22b. DA THEREOF 
RI G 


peeify) | ALP 


Re. ME OF CEMETERY OR CREMATORY 
wiiferlas a 27 
ADDRESS, g 
LLL AP rncafodi pare _ BPR 11 ‘60 Cutten f fGeh 


the registrar prior to burial, crematian, or removal, and in ony event within 72 haurs after 


poge 3 shauld be detoched far use os the burial-transit permit. 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIV ey QE STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, eas 


4Qitem 2 Him’ 6260 4)/11/601b, 2 a4: 
£41 gree 11, CERTIFICATE OF DEATH 14965 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceoted lived. If institution: Residence befare admission) 
a. COUNTY a b. COUNTY 


Carroll peer i ‘Veryland Baltimore 


b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest tawn} 
RURAL and give nearest town} 2y 

; ” 7 
Sykesville 5 no.-17 day# Towson #4 3X 


” 
d. NAME OF HOSPITAL (If nat in hospital, give street address) <d. STREET ADDRESS @. 1S RESIDENCE 
ON A FARM? 


OR INSTITUTION 
ringfield State Hospite Pot Spring Road ves (] Noh 


3. NAME OF First Middle lost 4, DATE Day Year 
DECEASED | OF 
(Type or print) ethane Margaret KILROY DEATH xt 1960 
5. SEX 6. COLOR OR RACE |7. MageieD [7] NEVER MARRIED f] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
F lost birthday) [Months] Days | Hours] Min. 
ens le white wipowep [} Divorced [] 8=17=77 22 ys. 


10a. USUAL OCCUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) = 


Zousework none U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Martin Fiirey Margaret Norton 
15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


(Yes, no, or unknown} UF yes, give wor or dates of service) 
gps «| no none Springfield Hospital Records 
18. CAUSE OF DEATH [Enter anly ane couse per line far (a), (b), and (c}.] er ie ee 
PART |. DEATH WAS CAUSED B' 


immeiate cavst o)___ Right, Bronchopneumonia week 
va chest yi DUE TO 


Conditions, if any, which __Arteriosclorotic cardio-vascular disease | years 


gave rise to immediate | 


om 


Se xs 


's ofter death. Page 4 


= 
OV 


6 


Pages 1 and 2 shaul 


urs after death. 


Then please remove carbon papers. 


cause (a), stating the under. ( DUE TO 
lying couse last. (ec) 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a) | 19. eS CO 
CBS associated with cerebral arteriosclerosis with psychotic reaction{ vsO nory 
20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Port il af item 18.) 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


transit permit, 


20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED '20e. PLACE OF INJURY (Hame, farm, 120F. (City or town) {Cavnty) {State} 
Hour a.m. While Not while factary, street, affice bldg., etc.) 
p.m, 19 [ot work [1] ot work [1] { 


21.1 certify that (1) (this haspital) attended the deceased fram. 3 (2760... 19_. Af /60 19____, that (1) (we) last 
saw the deceased alive lve on aah/AL60....19 |. that death accurred at_73) FRelhe causes and an the date stated above. 


220 ATURE " 22 viata 
7) har ht Po EES NiPero Ve 


22d. ADDRESS 


230. BURIAL, EMAL, R 23c. NAME OF CEMETERY Of CREMATORY i ity. a! (State) 
CS MOAN ES Hid $6, Ze. af 


24, FUNERAL FLeealege) R'S, ADORI 25a. REC'D BY REGISTRAR ‘25b. REGISTRAR’S SIGNATURE 
CLeclird Be roca SE Gb hud Cre vars app 5 "60 Cthun £ Aad 


or oltending physician. 
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MEDICAL CERTIFICATION, 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


Fred by the hospital 


6: 
TO FUNERAL DIRECTOR: After 


poge 3 should be detached far use os the buri 
the State Board of Health prior ta burial, crematian, or removol, and in any event, with 


moy be 


TO HOSP, 


mre 
Arr 
= 


a. 


s after death. Poge 4 


& 


cate be executed within 24 
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TO HOSP’ 


filed with 


Pages 1 ond 2 shoul 


Then please remave carbon papers. 
n, of removal, and in any event, within 72 hours after death. 


ansit permit. 


5 
8 
£ 
ta 
3 
. 
2 
© 
es 
E 
E-) 
a3 
ad 
= 
=> 
2 
= 
a 
€ 
5 
e 
- 
2 
o 
c 
4 
Be 
3 
= 
a 
oa 
= 
vu 
: 
Ba 
5 
° 
=. 
z 
) 
2 
3 
a 
Ee 
ae 
og 
33 
Ze 
8 
Qo 
£2 
ne 
iS 
55 
33 
on 
SE 
32 
ct 
fe 
2 
2Yy 
2 
Be 
a 
= 
a 
4 
: 
z 
> 
ie 
° 


ni 
the State Board af Health priar to burial, cremi 


page 3 shauld be detached far use os the b 


may be 
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MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND v4 3 6 6 


L420 CERTIFICATE OF DEATH 


15 ee DEATH 2 nacre gas! (Where deceased lived. If institution: Residence before admission) J 
er a. b. COUNTY + 
Carroll oe Maryland vA 
b, CITY OR TOWN (If outside corporate limits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
RURAL and give nearest tawn) - 
Sykesville 32yrs.3mos.1ifia. Baltimore Cit: 3Va0 
d. NAME OF HOSPITAL (If nat in haspital, give street address} d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION f ON A FARM? 
ingfield State Hospital 309 S. Bouldin Street ves (] No] 
2. Mercntes First FF Middle Last 4 a Manth Doy Yeor 
(Type oF print Eugene 'FBs LABATUE | beats April Ist 19 60 
$. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED fX) |8. DATE OF BIRTH 9. RSE aes IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lay) birt Y) Month: Da; Hi in, 
male white winoweoE] ~—sivorceo ] | March 2, 1908 is Hee Fes a Bee 
10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired} United St. 
none none Maryland nited States 


3. FATHER'S NAME 
nEugene,F. Labatue 


14. MOTHER'S MAIDEN NAME 


Julia Ann Cassidy 


US. WAS DECEASED EVER IN U. S. ARMED FORCES? }16. SOCIAL SECURITY NO. 


(fer. no. oF unknown) | (if yes, give wor or doler of service) 


no — unknown. 


17, INFORMANT Address 


Records of Springfield State Hospital 


PART |: DEATH MEDIATE CAUSE (o_Confluent brench 
va ql mn DUE TO 


Conditions, if any, which 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c)-] INTERVAL BETWEEN 


aie Sink 
gove rise to immediote : 

couse (0}, stating the under ( DUE TO 

lying couse last. tc) 


21. | certify thot (|) (this haspitol) ottended the deceosed from._Dee. 21 


3 Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)/19. WAS AUTOPSY 
S . 5 2 PERFORMED? 
<| CBS assoc. with convulsive disorder with psychotic reaction 3 mental de-| vs) yoo 
= 200. ACCIDENT WAS UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part II of item 18.) 

& OR CONTRIBUTING (] CAUSE OF DEATH 

© U(IF EITHER, NOBSYMEDICAL EXAMINER) —— 

& [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Home, form, | 20F. (City or town) (County) (Stote} 
a air eaten While Not white foctory, street, office bldg., etc.) | 

SPT ESS pan. 19 lat wark (rar work --- D ee 


19-27, to... April. _1.__.. 1960., thot (1) (we) lost 


220. SIGNATU e 


ATTENDING. MED. STAFF 
PHYS DIRECTOR Pus. Ki] 


. a M.D. 


sow the deceosed olive on. April 1 __ 19.60, and that death occurred ob OSA, from the causes and on the dote stated abave. 
yn 


22b. DATE 


hats60"" 


22c. PHYSICIAN'S: 


“ETis Ss. Margolin 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) 


Glen Haven Cem, Balto. Md. 


(State) 


ADDRESS 


2Sb, REGISTRARS SIGNATURE 


by the funeral directar, 


@ 


Pages 1 and 2 shauld be filed with 


OR ATTENDING PHYSICIAN: The law requires tha! the death certificate be executed within 24 baurs after death: Page 4 


rbon papers. 


Then please re 


poge 3 should be detached for use as the burial-transit permit. 


¢ death. 


\ 
, 


urs ol 


poael 


the registrar prior to buriol, crematian, or remaval, and in any event within 


a 


oe STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
£421 CERTIFICATE OF DEATH 


34367 


Reg Dist. No. 


1. PLACE OF DE, 
a, COUNTY 


b. CITY OR TOWN Yo ae corporate limifs, LENGTH OF STAY IN Ib 
RU} id Give, etaii tawn) “0 
A LA Ad 


d. NAME OF HOSPITAL {If nat in has; jive street oddress) 
OR INSTITUTION 


,d. STREET AQORESS 


2. peAG lage el deceased lived, If institution: Hee batons sion) 
\ op, Ce MARYLAND b. COUNTY 
LAKE, Ae 
gs (re 0 igre porate limit A i Land give nearest 1 


e. 1S RESIDENCE 


Cs 
+ DECEASED pt 
Uy oF ri MW WF) 


puae Se cuN (Giyt 


of working 


te Su , 


ON A FARM? 
YES B no) 
4. DATE rth Doy Year 
Beats . ped 196. Os 


ra "NEVER MARRIED " 4 In yeors [If UNDER 1 YEARPIF UNDER 24 HRS. 
ue) Doys | Hours] Min. 
Ke WIDOWED fa DIVORCED py | be yn. 
d AP é 


12. CITIZEN OF W! AT COUNTRY? 
A<~<Sy 
A Z LZ Bs 


15. WAS DI ere IN <A S. ARMED FORCES? |16. 77. SECURITY NO. W 
(Yes, no. oF yhknown) Ui yen, give wor oF dates of service) as) 
g-0 Weg NAG -O SO Lied Lig Di itag 7 Ze GAM TH 


18. CAUSE OF DEATH 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), ond (ch.]” ‘only one cause per tine for {o), (b), ond {ec}. are 


PART I. DEATH WAS CAUSED BY: 
. a IMMEDIATE CAUSE (a! 


> DUE TO 


if any, which 
to immediate 


ae debit Dl 


INTERVAL BETWEEN 
ONSET AND DEATH 


FA Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mo) | 19. Rie Jolie 

< ves [] No a 

 [200. ACCIDENT WAS UNDERLYING (J__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part lor Port Il af item 1B) 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

= 

& [20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (State) 

g ance Sinitas Nei mie foctory, street, affice bldg., etc.) ! 

= p.m. lat wark [J] at work H 
21. | certify that | attended the deceased ats a ss , 19.29., oAppEh 27... 1990. that | lost saw the deceased 
alive on______ April a 12.00, and that death occurred at/@ Fo , fram the causes and an the date stated abave. 

: ; / ADORESS (Street, city o town, stote) DATE SIGNED 

ACTUAL 44, LA » 
SIGNATUR tT) fs . Neinpsiaecy Wd! Se 1/27 Ge 


ee. ee . 


btu [htc hfe i 


oll 


s after death. Page 4 


@ 


and campletely filled in by the funeral director, 


< 
a 
es 
2 
3 
3 
3 
3 
g 
3 
° 
8 
ds 
6 
re 
5 
§ 
ey 
3 
8 
3 
© 
a 
3 
= 
g 
3 
is 
3 
3 
ce} 
¢ 
2 
es 
z 
i 
g 
Fd 
Fg 
=x 
a 
9 
= 
a 
z 
& 
5 
< 
% 


< 
4 
3 
$ 
2 
6 
9 
ie 
a 
2 
2 
3 
5 
3 
i 
g 
2 
i 
= 
> 
F) 
2 
H 


@ 


TO HOSP, 
may be 
TO FUNERAL DIRECTOR: After this certifi 


ana 
Ba 


te has been signed by the attending physi 


Then please remave cor®p papers. Pages | and 2 should 


ransit permit. 
|, crematian, ar remaval, and in any event, w; 


page 3 shauld be detached far use as the buri 
the State Baard af Health priar ta burial, 


My”? 


\ 


MARYLAND STATE DEPARTMENT OF HEALTH 


* » 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND t4ab § 


&4RS CERTIFICATE OF DEATH 


ie bars tac iQ: eee eee (Where deceased lived. If institution: Residence befare admission) 
% bs 
Carroll MARYLAND Maryland bCOUNTY | MACarres 


b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Tb c. CITY OR TOWN (if autside carporate limits, write RURAL and give nearest tawn) 
RURAL and give neorest town) 


Sykesville 8 days X Westminster R#1 


d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
‘OR INSTITUTION / ON A FARM? 


Springfield State Hospital None yes] NO®} 
. tee First Middle lost 4. DATE Manth Year 


Day 
OF 4 
(Type or print) Maude Helen Schaffer LITTLE DEATH April 26, 19 60 
5. SEX 6 COLOR OR RACE |7. MARRIED [X] NEVER MARRIED [J | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS, 


x fi lost birthdoy) [Manths| Da Ho Min. 
Female White |wiow  oivorceoQ April 20, 189) 6 yet. | lee ce 
10a, USUAL OCCUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast af working life, even if retired) 8 
Hanewite = Maryland U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Albert Schaffer Mary V. Feeser 


1S. WAS DECEASED EVER IN U, 5, ARMED FORCES? |16. SOCIAL SECURITY NO. iM INFORMANT Address 


ae se de Springfield Hospitel Records 


18. CAUSE OF DEATH [Enter only ane cause per line far (a), (b), and (c)-] INTERVAL BETWEEN 


PART |, DEATH WAS CAUSED BY: . ONS S OEATH 
f IMMEDIATE CAUSE (a). Bronchopneumonia 


4G 
4 ) | DUE TO 
Conditions, iffany, which (b) 


gove rite to immediate 
cause (a), stating the under. ( OVE TO 
lying couse last. {) 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO 'H_ BUT NOT RELATED TO THE TERMINAL DISEASE ESD RITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
Psychotic depressive réeactapn ween REC epressive reaction. oe 


20a. ACCIDENT WAS UNDERLYING [] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Part Il af item 1B.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or tawn} (Caunty} (State) 
Hour a.m. i Goh hile. factary, street, affice bldg., etc.) | 
p.m. ‘ot work Hi 


MEDICAL CERTIFICATION, 


2\.1 certify that (I) (this haspital) attended the deceased fram... " , that (I) (we) last 


saw thy deceased alive.on Anril 26,1960, and that death accurred a 30AMram the causes and an the date stated abave. 
2b. DATE 


Na. IATEIRE , VG tf a SONED. 
Ae VG J bY fe fat ls ATTENDING MED STAFF 
pay t th e1% Lé; é: M.D. | PHYS. Director C) PHYS. OX h/26/60 
Tap PHYSICIAN'S Ey ‘22d. ADDRESS 


NAME (7) 5 * 
‘wel Julian Radeykowyez, M.D. Springfield Hospital, Sykesville,Md. 
23a. BURIAL, CREMATION, | 23b. DATE, THEREOF 23c. NAME OF CEMETERY@OR CREMATORY ‘23d. LOSATION (City, town, or county) “* (State) 
EMOVAt (Speci ¢ fis G? 
£2 29. DAg Che LFA) WO bix | S7LAA AGB Lids o aA 
eo bd 


24 FY) ERAL DIRECTOR'S SLGNATURE DDRESS 250, £eC'D BY REGISTRAR 5p. REGISTRAR'S SIGNATURE 


fat? Ltd. Att Flazaegla Lad cm APR 2 9°60 Ceiba § Fae 


? 


= 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND & 4 3 i) 


59 CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceored lived. If institution: Residence before admission) 
: Carroll maryianp || °°“ Maryland b COUNTY: Carroll: vA 
b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
RURAL and give nearest tawn) - 
yrs.and Smoths, Sykesville 


d. NAME OF HOSPITAL (le ‘nat in haspital, give str ress) d. STREET ADDRESS Re. RESIDENCE 


fis residence ounds® ot Sprin Chie tte of Springfield Stats da the, grounelget al "No GB 


o after deoth. Poge 4 


Poges t ond 2 shauld be filed with 


icion ond completely filled in by the funeral director, 
rbon papers. 


3. NAME OF First Middle lost 4. DATE Month Doy Year 
(Type or print) Edmund Be Lusthaus DEATH April 20 1960 
5. SEX 6. COLOR OR RACE |7. MARRIED [OX NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (i years [IF UNDER TYEAR] IF UNDER 24 HRS. 
last birthday) =| Manth: in. 
Male White wipowep [] pworceotq | August 2 ~1899 60 ys eae el Be eee 
Oo, USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during mast af working life, even if retired) 
Instittitional Physician Poland U.S.A. 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
Be rnard Anna 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. 


a 72 hours ofter death. 


\ 


17, INFORMANT Address 


Family Sykesville ,Maryland 


(Yer. no, of unknown] , give wor or dates of service} 
oA i] | (HF yes, gin dates of ) 8-26~767 


Then pleose 


1B. CAUSE OF DEATH [Enter anly ane cause per line for (a), (b), and (c)-} INTERVAL BETWEEN 
PARTI. DEATH MEDIATE CAUSE jo. ACULE Coronary occlusion inutes 


‘4 Q 6) (veto ; 
Comme E ny. ih 2 Arteriosclerotic Heart Digease years 


gave rise ta immediate | 


couse (a), stating the under. ( DUE TO 
Uyingsecazed ant rel 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN JN PART I(a)|19. tay ed 


yes] No Ph 


MEDICAL CERTIFICATION 


20a. ACCIDENT WAS UNDERLYING () 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


}20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED 
Hour a, m. While Not while 
p.m. jat wark [[] at work 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part II of item 1B.) 


20e. PLACE OF INJURY (Home, farm, i {City or town) (County) (State) 
factary, street, office bldg., etc.) 


7 


OR ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 


ned by the hospitol or ottending physician. 


@ 


Ta. SIGNATURE 


2b. DATE 
ATTENDIN MED. STAEF 
ee: Leb ce A M.D, | PHYS. DIRECTOR PHys. [] y20— 


CF 
as =f del Campo Mi. 74 ADDRESS Suvesville Maryland 


the Stote Board of Health prior to buriol, cremotion, or removol, ond in ony eve 


poge 3 should be detoched for use os the buriol-tronsit permit 


moy be 


230. MURIAL, Spegpy) 23b. DATE THEREO| OF CEMETERY OR CRENATORY ATION ios tawn, or ¢ AE oe { 
LER l— alhiteums Ma 


TO FUNERAL DIRECTOR: After this certificate hos been signed by the ottending pl 


TO HOSP, 


24. E: NERAL DIRECT Ne! 


a 
a 
2 


“eR paee| 25b. ies ; halt 


© 
& 
6 
2 
€ 
8 
73 
s 
o 


oO 
~ 


e 


d by the attending physicion ond completely filled in by the funeral 
Pages 1 and 2 should be 


Then please remove carbon papers. 
the State Board of Health prior to burial, cremation, ar remaval, ond in any event, within 72 hours after death. 


ding physician. 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


Ined by the haspital or 
TO FUNERAL DIRECTOR: After this certificate has been signe 


poge 3 shauld be detached far use as the burial-transit permit. 


TO HOSP! 
moy be 


pe 
La 
a 
St 


MARYLAND STATE DEPARTMENT OF HEALTH Aa 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND u 4 = é ) 


4424 CERTIFICATE OF DEATH 


as Ler i ella 2 psig Sle en {Where deceased lived. If institution: Residence before admission) 
°. °. z 
Carroll MARYLAND Maryland b. COUNTY Frederick 
b. CITY OR TOWN {If outside corporote limits, write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give neorest town) 
RURAL ond give nearest town) e i i= 
Sykesville @ mo 29 days Frederick JOP A 
d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS: e. IS RESIDENCE 


QO) 


OR INSTITUTION a ON A FARM? 
1d State Hospital 120 E. Patrick Street ves C] No} 
3. NAME OF First Middle lost 4. DATE Month Day Year 
DECEASED OF 
{Type oF priol) Miriam Ruth Marcks DEATH 4 16 \9 & 
5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [[] | 8. OATE OF BIRTH 9. AGE panes IF UNDER 1 YEAR IF UNDER 24 HRS. 
losptyirthdoy) M $ in, 
wiDowEDe] pivorceo] | 5=L7-05 ait see | seg Pee Bee | 
0a, USUAL OCCUPATION (Give kind af work done| 10b. KIND OF BUSINESS OR INDUSTRY | tl, BIRTHPLACE (Stote or foreigh country) 12. CITIZEN OF WHAT COUNTRY? 
during most af warking life, even if retired) es U.S.A 
eacher Public Schools Pennsylvania Dele 


13, FATHER'S NAME 


Charles C.Lark 


WAS DECEASED EVER IN U. S. ARMED FORCES? 
f, n0, or unknown} | {IF yen, give wor or dates of service) 


14, MOTHER'S MAIDEN NAME 
Lucy C. Hamilton 
17. INFORMANT Address 


Springfield Hospital Records 


16. SOCIAL SECURITY NO. 
unkn 
18. CAUSE OF DEATH [Enter only ane cause per line for (a), (b). ond (c)-] 


PART. OEATH WAS CAUSED BY  Presenile selerosis(Atrophy) 


305 x DUE TO 
Conditions, iPony, which 


(>) 


Sesies semen amie BEET 

tying couse last, {c) 
CBS a Qe BAN HSS WR LO SEAT BPH Sole PES VE MOT REPT HIO Ere TER InenT SENSE EMO PDT EE IN PART 1(0)]19. WAS AUTOPSY 
Parkinsonism,Cortical blindness veL) Noe 


20a. ACCIDENT WAS UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part 1 or Port I! of item 1B.) 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


[20c. TIME OF INJURY Month, Doy, Year | 20d, INJURY OCCURRED 
Hour 0. m While Nat white 
p.m. lot work [_] of work 


INTERVAL BETWEEN 


ONSTAR REATH 


20e. PLACE OF INJURY (Hame, form, | 20f. (City or town) (County) (Stote) 
factory, street, office bldg.. etc.) | 


MEDICAL CERTIFICATION: 


O} 


~, thot (l) (we) last 
date stated abave. 


22 ATURE 2b, oe 
DING 
given mp, | PHYS bieecroR PAYS. L-" =60 
22, PHYSICIAN'S 22d. ADDRESS. 
ANE) teeeana Lawthaus Mobs pringfield State Hospital, Sykesville, Md. 
2 UEIAL, CHENATION: | 23h, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) (Stote) 
pecify) s 
Burtadl 4/19/1960 Mount Olivet Cemete: Frederick, Maryland 
24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS. ‘25a. REC'D BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 


Co htt 


M. R. Etchison & Son, Frederick, Maryland oate APR 2.1 60 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
442% CERTIFICATE OF DEATH onthe hf i 


coll 


200. ACCIDENT WAS UNDERLYING [) 
OR CONTRIBUTING 1) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part fl of item 1B.) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 
Hour a. m, 


20e. PLACE OF INJURY (Home, farm, ; 20f. (City or town) 
factary, street, affice bidg., etc.) 4 
t 


(County) (State) 


While Not while 
jot work [] of work 


MEDICAL CERTIFICATION 


olivean___April 19 é 19.60 _, and that death accurred at'7. 354M, fram the causes and an the date stated abave. 


R ATTENDING PHYSICIAN: The low requires thot the deoth certi 


fed by the hospitol or 


ACTUAL ha, ferks A, Wat fara, 4D, ae 


SIGNATURE. 


PHYSICIAN'S 


& 


poge 3 should be detoched for use os the burial-tronsit permit. 


the registror prior to buriol 


~ ss 
> 3 : fa. PLACE OF ea 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a = Carroll marviano || °°" Maryland bCOUNY “Genelime Y 
+ a) e b. CITY OR TOWN (If outside carporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest! tawn) 
(ips Seo) RURAL and give nearest town) ~ % 
2 $2 Henryton 147 days Denton OSX 
€ £ # d. Ss pee {If not in haspital, give street address) d. STREET ADDRESS e. IS ESIDENCE 
Oe bs) Henryton State Hospital Route 3, Box 158 ves (J NO 
@ He 5 a NAibE Bn First Middle Lost 4. Rate Month Day Yeor 
= Bo ; 
S 23 (Type or print) Clifton Alexander Matthews | cmH April 19 1960 
= =e 5. SEX 6. COLOR OR RACE | 7. MARRIED BX] NEVER MARRIED oO B. DATE OF BIRTH os eealientees Puneet 1 YEAR| IF UNDER 24 HRS. 
2 lonths| Doys | Hours] = Mi 
3, Male Negro wiooweo (J pivorceo [] 4-24-1916 yrs. 
z as 
= — ae 10a. USUAL OCCUPATION (Give kind of wark dane|10b. KIND OF BUSINESS OR INDUSTRY|11. BIRTHPLACE (State or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
ou 8.8 S during mest of working life, even if retired) 
3 ee Fara Worker Denton, Maryland U. S. Aw 
3 a f 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 9 8 
B Be Alexander Matthews Estelle Chase 
= 2ooN 15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16, SOCIAL SECURITY NO. INFORMANT Address 
a e e 4 (Yes, 90, oF unknown) (UF yea, give war or dates of service) 
EN Yes | W. W. II 214-28-7892 Clifton Alexander Matthews - Patient 
£8 
ie ¢ = 1B. CAUSE OF DEATH [Enter only one couse per line far (a), (b), ond (c)-] INTERVAL BETWEEN, 
Eayz PART 1. DEATH WAS CAUSED BY: 
se: on cS OAT INES SR io Cardiovascular insufficiency 
cad DUE TO 
> Vol gn 
Sz > Conditions, any, which war _ advanced pulmonary tuberculosis 
BES gove rise to immediote 
Sig cause (0), stating the under- £ OUE TO 
§ 3 : lying couse lost. (©) 
oo 3 - mo Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)/ 19. Reber Oh 
ya ry | <3 SO 
és 5 yes] No[] 
ot & 
Een 
Ee8es 
ee 
58S 
235 
= 
TOG 
pee 
< 
“ 
° 
is] 
Z 
& 
a 
2 
< 
a 
& 
= 
2 
2 
° 
2 


y NAME (Type) Dre Edgars M. Maculans, Supt. 
3 3 sis a Bon b > 2c. NEME OF CEMETERY OR CREMATORY 22d fLOCAT! ty, th, or county) toy 
=2 KMAALS: fF VAPOR OV LV OW HA. 
- DIRECTOR'S SIGHATURI <DDRESS 24a. REC'D BY REGISTRAR ie REGISTRAR'S SIGNATURE 
a A 
1509/58 LLOTUY Ox APR226O | Cutter £ Haus 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 181,442 
4422 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one cause pét line for (a), (b), and (c).] [QNSET AND DEATH 


PART |. DEATH WAS CAUSED BY: 

‘ UAMEDIATE CAUSE-46) 

4 A. | DUE To 

Canditions, if any, which 0) 
Gove rise to immediate coure 

{0}, stoting the underlying( DUE TO 


6-9 Pare 


4 ; § Reg. Dist. No. 
g 3 8 rT 1, PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If Institution: Residence before admiuion) 
2o § COU RG ROLL marann || ° Maryland b.cOUNTY Carroll 
eS & 3 b. CITY ny OF noe i (0 evtside corporate limin, write AURAL ¢. LENGTH OF STAY IN Ib fe. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
2 go eee 2 
#2 3 Rural, Westminster 70 Years Rural, Westminster 
s 5 be » | 4. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) id. STREET ADDRESS o- IS RESIDENCE 
tis xX Reade? at R,D.2 (Union Mills) Jestminster, R.D.2 (Union Milis) |vs (1 Nog 
@ § First Middle lost 4, OATE ‘Manth Day Yeor 
3S = 3 Beceasto sash, _ OF 
rede (Type or print) William He Meyers DEATH 4/7/60 19 
eee 2 6, COLOR OR RACE |7. MARRIED fF] NEVER MARRIED [_]| 8. DATE OF BIRTH 9 AGE (eon [IF UNDER 1YEAR] IF UNDER 24 HRS. 
ve 3 - Min, 
fe Male White  [wiroweo[]  oivorceo[] 7/15/1884 ) yrs. 
‘3 = 10a. USUAL OCCUPATION. fe ‘ind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ta during most of working li ‘en if retired) 
32 Retired Farmer Farm Baltimore, Md, UeSeAe 
eo 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Es William Henry Megers Elizabeth Hudson 
$ g 15. WAS. Wade at IN ese poten iia 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
ere voto dole o sen one, E 
« a \y ie 212~32-4304| Mrs. William H. Meyers, Westminster, Md, R=2 
2 
= 
€ 
& 
Pa 


pencil in Item 18. Give Pages 1, 2, and 3 ta the fune 
I-transit permit. 


to the Chief Medical Examiner's Office alan 


TO FUNERAL DIRECTOR: Page 3 shauld be used as a burial 


cause lost. im 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. was Sung 
CONTRIBUTING TO DEATH | ates il 
©) yes (1) 


20a, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Part Il af item 18.) 
PRIMARY E] or CONTRIBUTING [} 
CAUSE OF DEATH. 


20. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED | 202. PLACE OF INJURY (Home, form, 1 20f. {City oF town) (County) (State) 
Hour a.m. White Not while foctary, street, office bldg., ete.) | 
p.m. w at work [J at work 1 ! 


21. I certify thot | taak charge of the remains described abave, held an Autopsy [_], Inspectian Inquiry [YY and find that 
deoth —.: Natural couses Xf, Accident [JJ Suicide [], Hamicide [1], Undetermined cause [1]. 


MEDICAL CERTIFICATION 


MEDICAL EXAMINER: This certificate should be executed within 24 haurs after death. 
rtificate, writing the ward ‘‘pending™ it 


4 
SGNATURE-7 ML. > 4 ’ ap, CHIEF MEDICAL EXAMINER [7] 4 SIGNED 
a ASSISTANT MEDICAL EXAMINER 

mess EXAMINER: a : . Oo ! i, A 

ee 2 AME (Tyee 12. y 1=. RS DEPUTY MEDICAL EXAM NER TA 
ge z © Mo. & 3 a, 2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION {City, town, or county) {Stote) 

(3 ieee 
TIO.” 60 B 4 4/ 2769 6Q Baust Church Cemetery Nr, Taneytown, Carroll Co, Md. 


aa owe OR'S WA “4 ‘ADDRESS 2éa, REC'D BY rece ‘db, REGISTRAR'S SIGNATURE 
VS. AISME(S) {\ 'E & ' 
5M 9/55 K % PE LA LEAL 2 Za ‘10 lattlestown, Pas oaffPA 11 ntbad £ Haus 


eae 


s after death. Page 4 
d in by the funeral director, 


Pages 1 and 2 shauld be filed with 


é 


thin 24 


Then please remave carban papers. 


The law requires that the death certificate be executed w 
hysicion. 


ing pi 
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R ATTENDING PHYSICIAN: 
by the haspital ar attend’ 


ed 


Lz 


page 3 shauld be detached far use as the burial-transit permit. 


may be 
TO FUNERAL DIRECTOR: 


TO HOSP! 


Vs AIS (4) 
15M 9/SB 


B 


, cremation, ar remaval, and in any event within 72 haurs after death. 


the registrar prior ta buri 


a 


o 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
£427 CERTIFICATE OF DEATH ney. dichad #3 


1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
ae MARYLAND Ba! 4, ( b. COUNTY 


b. a OR TOWN (If outside carporote limits, write | ¢. on OF STAY IN 1b c. write RURAL and give nearest tawn) 
URAL ond give , 

es c STREET ADDRESS e. IS RESIDENCE 

/ ON A FARM: 


3. NAME OF i Middle 4. DATE 


eae, = Wayh JR | tm AKL 29 
UF 


5. SEX a 6, COLOR OR RACE |7. MARRIED] NEVER MARRIED ["] | 8. DATE OF BIRTH y UROER 1 YEAR|IF UNDER 24 HRS. 


tS pail 
p=4 pivorceo wr 2 bs -(%¢ Buys. 
100. USUAI ‘CUPATION (Give of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE poe! ‘or foreign ik 12. CITIZEN OF WHAT COUNTRY? 
4 


dori t af, king life, even if retired) 


S. WAS DECEASED EVER IN VM. RCES? }16, SOCIAL SECURITY NO. 
bi 0, “Atp | (IF yes, give Vip of service) Y, ‘ , 


18. CAUSE OF DEATH [Enter only ane cause 6 e fy 5 Se ointas Aa 
PART |. DEATH WAS CAUSED BY: ft ONSE ID DEATH 
at 


IMMEDIATE CAUSE (0) 
LEA 2 / DUE TO 
Conditions, if any, which rf 3 pr a Oe 
gave rise to immediate 
cause (0), stating the under. ( OUE TO 
lying couse last. cl 


Part WW. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. TEE 


ee ~ yes Nose 
20. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port Il af item 18.) 
OR CONTRIBUTING [1 CAUSE OF DEATH —~—— 
(IF EITHER, NOTIFY MEDICAL EXAMINER) a+ 


}20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY {Hame, form, | 20f. (City or tawn) {County) 


Hour 0. m= |Whife eine foctary, street, office bldg. etc.) | 
lat work work (3 t Se 


p.m. 
21. | certify that i attended the deceased fram, ila 2 = pike a wd & renee) 194. Otho | last saw the deceased 
alive is APD 19 GO, ahd thot death accurred me) A from the causes and an the date stated abave. 


HADDRESS (Street, city ar tawn, state) DATE SIGNED 


f 
rangi ay. petit 3 Ta 


‘To. BURIAL, CREMATION, | 226. DATE 3-62 ‘OF CEMETERY OR OT hee Rd. LOCATION (City. tawn, 
MOVAL (Specify) nue 


i LA 


G 
23. FUNERAL DIRECTOR'S SIGI DDRESS Lethe REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
9 LS CATE pay 4 804 __Cluthun f Pires 


MARYLAND STATE DEPARTMENT OF HEALTH Reis 
L asge OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 4 , 42.1 a 


CERTIFICATE OF DEATH 


1, PLACE OF DEATH : bey abet SS (Where deceased lived. If institution: Residence before admission) 


STE OUNT aretl marviann || & STATE Maryland gee City-Balto. 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 


Sykesville s.5mos. Baltimore 18 BVOhYE 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON _A FARM? 


Springfield State Hospital 2125 Maryland Ave, ves 1) No Gt 
. Noone First Middle last 4. Jab Month Day Yeor 
(Type or print) Alonzo Hall Njchols, Sr.| oceam April 13, 1960 


5, SEX 6 COLOR OR RACE |7. MARRIED [>f NEVER MARRIED [] [ DATE OF BIRTH 9. AGE (In yeors [IF UNDER} | IF UNDER 24 HRS. 


Male White |wioowen  oworceogg | November 3, 1874 wi gene ets, ts (Ona 


Fis: 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) Ai oD 
Painter MSHA YZ: S Pennsylvania U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Charles G. Nichols Elsa Nesworth 
y WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT Address 


“tes | ig ey ay 2) es & Springfield Hospital Records 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).} INTERVAL BETWEEN, 


ONSET AND DEATH 
PART I. DEATH MESIATC CAUSE fo @rebral hemorrhage D, 


Lief a x DUE TO 


Conditions, if ony, which Hypertensive cardiovascular disease 


gove rise to immediote 
couse (o}, stoting the under. { DUE TO 
lying couse lost. (e) 
aa |. OTHER SIGNIFICANT CONDITION (22 aa NOT RELATED TO THE TERMINAL DISEASE CONDITION ¢ Peak IN PART 1{o)|19. WAS AUTOPSY 
0.B.5.assoc.wi cere erosis Wi psychotic reac ED Nog] 
sO No 


al 


rs ofter death. Page 4 


é 


te has been signed by the attending physician and campletely filled in by the funeral directar, 


Pages } and 2 shauld be filed 
Ss 
— 
( 


, crematian, ar removal, and in any event, within 72 haurs after death. 


os 


Then please remave carbon papers. 


-transit permit. 


200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


sp 

20c. TIME OF INJURY Month, Dey. Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
Hour 0. m. While MoneRE foctory, street, office bldg., etc.}! 
p.m. 9 lot work [-] ot work H 


MEDICAL CERTIFICATION 


21. | certify that (I) (this haspital) attended the deceased fram NO cae eee I that (I) (we) last 
sow the deceased alive an_ADYril_ 13, 19 and that death accurred at aPM, han the causes a on the date stated above. 


No. ieee 22b, DATE 
ATTENDING MED. STAFF 
lite. Lif .b. | PHYS. C)__pirecror Oo PHYs. & 60" 


‘2c. PHYSICIANS 22d. ADDRESS 


NAME (Tie) Agustin a alg Springfield Hospital, Sykesville, Md. 


230. BURIAL, Pe 2b. ey PD, 23c, NAME, OF Segal mez OR GREWATORY ad. U TON (Gity, town, or county) (Stote) 
ue OVAL (Specify) " a 
CO beet. Ld: 


FURE ADDRESS: 250. REC'D BY REGISTRAR pag oe SIGNATURE 
Ea uy eg Bebacalle, Lewd se apm a8) [ne eatin foe 
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ined by the haspital ar attending physician. 


‘oe 


TO FUNERAL DIRECTOR: After this certi 
page 3 shauld be detached far use os the buri 


the State Board af Health prior ta bur 


TO HO: 
may 


Pts 
as 


=> 
2a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
£392 CERTIFICATE OF DEATH neg. vib? 4 


1. PLACE OF DEATH 2, USUAL RESIDENCE {Where deceased lived. IF institution: Residence before odmission) 


o. COUNTY Ca RR oO ke MARYLAND °. vw’ TE ARYLAND b. COUNTY Cc py RR¢ l 


b. Sy is TON {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c aes OR TOWN (If outside corporote fimits, write RURAL ond give neorest town) 
‘AL ond g 


VEAR|OTWEST MIMSTER 
b. # ae oe WWernoe {IF not in hospitol. give street oddress) j ‘d. STREET Ee 7. pitas 33 
x Ee. REE ‘ Main STREET | een 


3. NAME OF ae Month Do Yeor 


fo. FiSsé EL1Z4 BETH Ww. Mule} DEATH cea ize | 900 


5. SEX 6. COLOR OR RACE |7. MARRIED [IJ . : RUF UNDER 24 HRS. 
Fé. Are w Ag ITE wipoweo [] é ? esate" Mai 


vai CITIZEN OF WHAT COUNTRY? 


rs ofter deoth. Poge 4 


in. by the funerol director, 


Pages 1 and 2 should be filed with 


id 


Va OTA RS MAIDEN N ME 


S229 2 $ But Moa 


‘WAS DECEASEDEYER IN U, S. ARMED FORCES? 1 1A ‘Y NO. |17, INFORMANT Adds —_ op 
is WAS DECEACEDEYEN NU, 5 ANE FONCES? (1, SOCIAL SECU ; CESS Ace 
—— ome w 2/3367 34 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (ch} INTERVAL BETWEEN 
Ny 


PART 1. DEATH WAS CAUSED BY: pe 
IMMEDIATE CAUSE (o} 


OUE TO 


A 


Then pleose remave carbon popers. 


Gonditianistronyil with (o 
gove tite to immediote 

co¥se {0}, stoting the under. ( OVE TO 
lying couse lost. ey 


Part I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1f0) }19. NER pee 


MED? 
vs) Nog 
200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 18.) 
OR “CONTRIBUTING O CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, form, ; 20f. (City or town) (County) {Stote} 
Hour o. m. While Not while foctory, street, office bldg., ete.) | 

Pim, lot work [1] ot work [J H 


21. 1 certify that | attended the spk Be from APRIL 1Y, 19.0. to, 70; -, 19.___., that | last saw the deceased 
j alive an_A. YR je {4 a a 19% 0 eo and that death accurred ot dd PPM, fram the causes and on the date stated abave. 


4 ADDRESS (Street, city or town, stote) ATE SIGNED 
tettim Dariral I Webber oo If kt Pek ROAD Uly/es 


eA Rbk LCL ee aAWESTHMINSTER MARYLAND 


lo. BURIAL, CREMATION, [22b. DATE THEREOF, We. NAME OF CEMETERY OR CREMATORY, 72d. IppaTIOn (City, town, or county), _—_—(Stote) 
ray peo) Wah (ZB af Ws 24 "E ‘ 
YIPZ a COME TAA ULL E244. 


ja. REC'D BY REGISTRAR ‘Tab. REGISTRARS SIGNATURE 


DIRECTOR: After this certificote has been signed by the attending physicion and completely fille 
MEDICAL CERTIFICATION 


poge 3 shauld be detoched far use os the buriol-tronsit permit. 
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ned by the hospitol ar ottending physicion. 


the registrar prior ta burial, cremation, ar removal, and in any event within 72 haurs ofter death. 


may be! 


TO HOSPI, 
TO FUNE 


. MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE !, MARYLAND 


a omy 
E42 CERTIFICATE OF DEATH v43 6b 
1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) / 


o. COUNTY Carroll TaD a. STATE Maryland b, COUNTY Montgomery 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL and give nearest town) 


Sykesville 22 days Kensington IS43 oo. 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 


d State Hospital 10309 _ Armory Road ves (] No & 
Or First Middle Lost 4 i“ Month Day Yeor 
(Type or print) Elbert Dice Plummer DEATH April 13, 1960 


we 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED#] | 8. DATE OF BIRTH 9. AGE I ns IF UNDER 1 YEAR] IF UNDER 24 HRS. 
tay ah in. 
Male White wiooweo[] ~—sovworceo || March 30, 1876 ‘SB | Gee | Rove] hi 


10a. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of warking life, even if retired) 


Farmer Maryland U.S.A. 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Robert Plummer Eliza Petticord 


1§. WAS DECEASED EVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT Address 


(Yer, no, or unknown) (IF yes, give war or dates of service) 


No - 218-30-1333 Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only ane couse per line for (0), (b), and ().] INTERVAL BETWEEN 


ONSE]_AND DEATH 
p PART | DEATH NEOIATE CAUSE (0) Arteriosclerotic heart disease Years 


oll 


A, 


rs after death. Page 4 


S 
a 


in by the funeral director, 


Pages 1 and 2 shauld be filed with 


jaurs after death. 


a 


an papers. 


Then please remove 


Y . DUE TO 
Conditions. if wef, ay Coronary arteriosclerobis | Years 
gove rise to immediate | 


couse (0), stoting the under. (| OUETO 
lying couse lost. te) 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TQ THE TERM| ch DISEASE CONDITION GIVEN IN, PART 1{a)/19. WAS. AUTOPSY 
C.B.S.associated with cerebral arteriosclerosis with psyc Ob: c reaction | PERFORMEO? 


yest] No] 
200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | or Port Il of item 1B.) 
‘OR CONTRIBUTING LI CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


‘ansit permit. 
in, Or removal, and in any event, 


te has been signed by the attending physician and campletely fille 


nding physician. 


20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, farm, 1 20f. {City or town) {County) (Stote) 
Hour o. m. While Not while foctory, street, affice bldg., etc.) 


1 
jot work [[] ot work 


MEDICAL CERTIFICATION, 


After this cert 


21.1 certify that (1) (this py iat ire the deceased frame 3 ee gsi ey * , that (I) (we) last 
saw the deceased alive on April 13,__ 19.60 and that death accurred at LO : ROP the causes and an the date stated abave. 


SIGNATUREY: 2b. DATE ap 
ATTENDING MED. STAFF 
L Lp Yy trie, M.0. | PHYS. DIRECTOR Pus. 2 ANY 


22d. yi 
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ined by the haspital or a 


DIRECTOR: 


i die Ve 
Agustin delCampo, ‘M.D 
23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 


BYiat” | 4/16/60 Goshen pambtexy Goshen, Maryland 
24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS: ‘28a. REC'D BY REGISTRAR 2Sb. REGISTRAR’S SIGNATURE 


Robert A. Pumphrey Bethesda, Maryland pare APR 19 ’BO Onthan £ Hand 


® 


may be 
~ TO FUNE 


poge 3 shauld be detached for use as the buri 
the State Board of Health priar to burial, crem 


TO HOS 


a 
as 
E> 
BS 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 & 43 77 
L439 CERTIFICATE OF DEATH ATTA 


A. A ee a Ps peeled (Where deceased lived. If institution: Residence befare admission) 
o. 0. STA 
Carroll MARYLAND Maryland pe SOURIS v 
b, CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib. c. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) 


URAL and give neorest town) , ts i , 
Rural’ 2“ Sykesville -2mos.11days Baltimore 13 2Vo by- 
d. NAME OF HOSPITAL (if not in hospital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 

OR INSTITUTION ON A FARM? 


SPRINGFIELD STATE HOSPITAL 1738 N. Bond Street yes C1] NO] 


3. Peco First Middle Lost 4. DATE Month Day Year 


eae a ia Adelaide Charlotte (Salter) PRICE bam = APRIL 6 3960 


$. SEX 6. COLOR OR RACE |7. MARRIED PX] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Female White winowen FE] —ovwvorceo | /August 7, 1685 ns) te 


10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most af warking life, even if retired) 


Housewife Maryland U.S.A. 


13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
John Salter Eliza J. Jamart 


9 WAS DECEASED EVER IN U. S. ARMED FORCES? j16. SOCIAL SECURITY NO. INFORMANT Address 
ee Gti oh Thi oe real cic 
| Hospital records 
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Pages 1 ond 2 should be filed with 


‘\ 


No 
18. CAUSE OF DEATH [Enter only one cause per line for (0). {b). and (c).] 


at DEATH WAS CAUSED BY: BROn chop nAEelcrn07IlG 
U2 0, / DUE TO 


Gandtioriiftany, hich bo) AR TERIOSCZ EROTIC ALABT. D/ELEA. 


gove rise to immediote | 7 
cause (0), stoting the under- a J, J R a , 
Moen ae wo _COKOWVAR TERIOSCLEROSLS 
Pat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)|19. WAS AUTOPSY 


Chronic, brain syndrome i i i ee ioe 
Bas rain syndrome associate .with disturbance of metabolism, growth) ves py no 
20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 1B.) 


OR CONTRIBUTING [) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


se remove corbon papers. 


INTERVAL BETWEEN 
ONSET AND DEAT, 


Then pl 


the registror prior to burial, cremation, or removal, and in any event within 72 hours ofter death. 


20c. TIME OF INJURY Manth, Doy. Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, form, | 20F. {City or town) (County) {State) 
Haur a. m. While. Not wie: foctory, street, office bidg., etc.) Hl 
p.m. 19 lat work [J] at work 


for use as the burial-transit permit. 
MEDICAL CERTIFICATION 


21. 1 certify that | attended the deceased from. Apri ; 1960 that | last saw the deceased 


alive an _ 416 , 19.60____, and that death accurred atl :M, fram the causes and an the date stated abave. 
\ ADDRESS (Street, city or town, stote} DATE SIGNED 


ACTUAL 
SIGNATURE Maa VAVAVAN 


NaMt tyes) lise Kamm, M. D. 


72a, BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 
REMOVAL (Specify) 
Rint a bh O20. Tp 4 a Burig hava! B t 
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Als (4) f f y 4 mbun £. 
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JOR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 
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1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, If institution: Residence befare admission) 
set) 2 ae ane 3. ee b COUNTY, ir 
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DECEASED 
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d by the attending physicion and completely filled tm by the funero 


9. AGE (In years 
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White WIDOWED Fy Divorced [] yrs. 
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10a, USUAL OCCUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. SIRTHPLACE (State or fareign country} 12. CITIZEN OF WHAT COUNTRY? 
during most of warking life, even if retired) 


none Maryland U.S.he 


13. FATHER’S NAME I MOTHER'S MAIDEN NAME 


YT et 


Slice Creager 


WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 
no, oF unknown} | INF yes, give war or dotes of service) 


ute ART 1460°FPinklin St, 


none Goldie Chaney Johnst PS 
18. CAUSE OF DEATH [Enter only one cause per line far {0}, (b), and (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART I, DEATH WAS CAUSED BY: 5 . 
IMMEDIATE CAUSE (o)_BI* days. 


(94 DUE TO | 


Canditions, if ny, which w_kbterio-vasculer Cardiac Disease 


gave rise la immediate 


Then pleose remove corban popers. Poges 1 and 2 should be 


n, or remaval, and in any event, within 72 hours ofter death. 


cause (a), stating the under. (° OVE TO 
lying cause last, © 


Parr SI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. eae 


CRS assoc. with senile } aes 1 ves) No] 
20a. ACCIDENT WAS UNDERLYING C]_ | 20b. DeSeERERGH, HOW INJURY OCCURRED. a nature an in Port | ar Part UI of item 18.) 


OR CONTRIBUTING Cj CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, | 20f. (City or tawn) (County) (State) 
Hour a, m. f Nal while factory, street, affice bldg., etc.) | 
at work = [] i 


21. | certify that (I) (this haspital) attended the deceased fram.__3=_ WOOL. tof 19.40, that {I) (we) last 


he deceased alive an 19.40. . and that death occurred fs L 5M fram the causes arfd an the date stated above. 
A py 22b.DATE 
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MEDICAL CERTIFICATION 


R ATTENDING PHYSICIAN 


ed by the haspitol or attending physician. 


“ TO FUNERAL DIRECTOR: After this certificate has been signe 
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WAL, CREMATION, | 23b, DATE THEREOF 23c. NAME OF CEMETERY, OR hy A : a Fi (State) 
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< osse 
% 5 5 2. USUAL RESIDENCE (Where deceased lived. If institution, Residence before edyinion) 
ee y a b. COUNTY 

es = MARYLAND “be Cy, (2 a 

£ Be b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWNAf autside corporate limits, write RURAL and give nearest town) 

g 33 RYRAL ond give nea y} 2. ‘ 

* $s SA a4 2294 |X ARM pstEsAD fu 

= ee d. NAME ZF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS” e. IS RESIDENCE 
~ez 

o =v \y “4 OR INSTITUTJON vy 7, ON A FARM? 
as : Z Te 21 & LE ves C] NOP 
& 5 3. NAME OF ; First Middle lost 4. DATE Month Day Year 
purses, lypeier prin} eM 14 IW Frankl o ud cer 942 
2 : $5. SEX 6. COLOpDR RACE | 7. MARRIED INN EVER MARRIED [1] | 8. DATE OF BIR’ R| IF UNDER 24 HRS. 
= n Min. 

3 ale. \ Whe \wonst owas | poe, fVBEL 2 
2 ea Oa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF 8U pe ee INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 8 Juring Yost af working life /even if retired) A 

: 8 House Pied as ; $i is, 3 YSA, 

3 8 13. FATHER’S NAME 14. MO} ieee 9 

a oe 

2 bd wa 30 vd. 


I Zp awk lyne 1eree Vivry2 f) 
15, coe pelea te U.S. ARMED FORCES? 16, SOCIAY SECURITY NO. }17. retin Address 


-{0- 513 wm Grace [Joop - KAMOSTEAD Marden 


INTERVAL BETWEEN. 
ONSET AND DEATH 


PART I. DEATH WAS CAUSED BY: 
> IMMEDIATE CAUSE (0) 


ae DUE TO 


Then please remave corbon popers. 
urs 


the registrar prior ta burial, cremation, ar removal, ond in ony event w 


Conditions, if any, which 
gave rite ta immediote 

cate (0), stoting the under. ( CUETO 
lying cause lost. ©. 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. rene AUTOPSY 


FORMED? 

yes) NOTH 

20a. ACCIDENT WAS UNDERLYING TY 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part I ar Port Il of item 1B.) 

OR CONTRIBUTING-EFCAUSE 

{IF EITHER, NOTIFY MEDICAL EXAMINER) = 

[20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 

Hour 0. m, While noes wit foctory, street, office bldg., etc.) | 
p.m. lot work} oF work Oo 


21. | certify that | attended the deceased fro a 19: .. 192. that | last saw the deceased 


icate hos been signed by the attending physicion ond completely fille: 


poge 3 should be detached for use as the burial-transit permit. 


MEDICAL CERTIFICATION, 


ul alive on {Dax ee oY 12.22 __, and that death occurred otf? 267_M, from the causes and on the date stated above. 
4 4 . ADORESS (Street, city or town, sigte) ” SIGNE 
Senatue at, TY L 2 A .D. £ Z 


PHYSICIAN'S 
NAME (Typey—_J © SS oC Sef 


s Al Lar 
20. BURD BURIAL sioal ee "DATE THEREOF | 22c. NAME OF CEMETERY OR CREMATORY THEREOF 2c. NAME OF CEMETERY OR agen Wee (City, town, oF county) (Stote) : 
4 
By I-(Gba ~)¥ cette fest Gece Lege 


24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


DATE OR 60 Cnklbug § Hnsar 
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L202 CERTIFICATE OF DEATH 


ont 


4350) 


Reg. Dist. No. 


~ se 
® 32 2, USUAL RESIDENCE (Whore deceoted lived. I iitution: Residence before admission) 
e sv marvann [1° "ALA RY LAr) POU CHA LoLL 
ae 
= 3 B CIV OR poe (iF a write [¢. LENGTH OF STAYIN Ib || _c, CITY OR TOWN (if one corporote limits, write RURAL ond give nearest town) 
3 cond give neores " 
es e STEL 68 YES|WESTA! 
“3 bs d. we OF ne (If not in hospitol, give street oddress) / d. STREET ADDRESS e. IS RESIDENCE 
os = SDC f NA FARM? 
> D OK. Dd, 1B (21d FE (RD, ves] No Bg 
KS Beet a First Middle lost 4. DATE Manth Ooy Yeor 
type or pent MAg CY ELIZALSETH YE | ram BR 135 w60 
5. SEX 6. COLOR OR RACE [7. MARRIED [ff NEVER MARRIED [7] |B. DATE OF BIRTH 9. AGE (In ae IF UNDER 1 YEAR| IF UNDER 24 HRS. 


(EMMLE WHYTE jwiboweD [] Divorced [] Ave / 7 (841 


10. yeas OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 


rin king tile if retired) 12. CITIZEN OF WHAT COUNTRY? 
ing my pg ‘even if retire 
OO SEW, MARTILALD 


OIF: 
13. hse’ ‘S.NAME 14. MOTHER'S MAIDEN NAME 


z-| COHN TT, Rové?e SUM A 01. AES GREET 


Paaida seit kad ie prone son co 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
4 wis ae LDOAK L0VEL. 13 (1DGE RD WSTMXIR 


Then pleose remove corban popers. Poges | ond 2 should be 


1B, CAUSE OF DEATH {Enter ‘only one couse Oe line for (0), (b). ond (c). = Gn ear atelaan) 
PART 1, DEATH WAS CAUSED BY: * 
IMMCOIATE Cause o CLTRE Lalo OAL, birt METASTASES 


} DUE To 
/ / 

Conditions, if any, which wo 

Qove rise to immediote 

cote (0), stoting the under. ( PUETO 

lying couse lost. 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIEUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}/19. WAS AUTOPSY 
yes[] Nog 

200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 

‘OR CONTRIBUTING E] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


icate has been signed by the ottending physicion ond completely fil 


nding physicion. 


MEDICAL CERTIFICATION 


TS 
20c. nopconare Month, Day, Year |20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
Hour 0. While Not while foctory, street, office bldg., etc. i 
9 fat work [1] of work [7] 


at ey that Lattended the deceased from... cL £5, = 
Lig 


alive on______.. 


9B, 0. LULAL £ 359GO that | last saw the deceased 


a 
ese 122, wo, and that death occurred at LL42.OM, from the “est and an the date stated abave. 
ADDRESS (Street, city or lown, stote) theo SIGNED 


ws. LD RIDGE £2. 
RIVSIIAN's WESTIN WT TE, MID 


R ATTENDING PHYSICIAN: The. law requires that the deoth certificote be executed within 24 fy 


IRECTOR: After this cer 
poge 3 should be detoched far use as the burial-transit permit. 


ed by the hospital ar 0 


: 


the registrar prior to burial, cremation, or remaval, ond in ony event within 72 hours ofter death. 
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5 £6 24 f Dip her CLF Lb yet, 
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8: Dist. No. 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where di lived. If institution: en before odmi 
9. COUNTY #7 in gf dation: °. bey top Lite tae? COUNTY y 2 pyoctt 
gi A Ut 


b. CITY OR TOWN {it ovtide corporate Iymitt. yyitg SiR AL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (if Sutside corporote limits, write RURAL ond give nearest town) 


yo og mst 
lArts A7 LELGA Z FO 


|. NAME OF HOSPITAL OR INSTITUTION (if not in hospitol, give stryfj.oddress) [& STREET ADDRES %. 1S RESIDENCE 


ee ae Lehi ee 
3. NAME OF 


Middle Month Doy Yeor 


Ret LILLIAN MBE Se CHLER am Ege 2 wee 


‘Si 6 coloy B QR RACE {7- MARRIED [Z}-RTEVER MARRIEO []/ 8. DATE OF BIRTH 


Vals Veta, wivoweo [] —_oivorceo ( Ve 20 1883 


\ . Us UAL OCCUPATION (Give kind of ae done} 10b. KIND OF BUSINESS OR Wes RY | 11. Saevaa ot {Stote or foreign counti 
red) 


‘duglag most of working life, evan i 


7) 
13, FATHER'S NAME 


LL MGA AA 
15. WAS DECEASED EVER IN ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFO! 
{Y¥ea, ne, of unknown) {it yes, ir or dates ot vervice) 
eee Lc Calor. 


18. cate oF ey Ai ni oe per line for (0), (b), ond (c).] INTERVAL BETWEEN 
. IMMEDIATE CAUSE (0) ros 
QUE TO 


if Foay, which wo. 
a to imm oe coure 
{o), stoting the underlying( OVE TO 
couse lost, SS {J 


PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO O£ATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[0)]19. oe ea 
oe RMED? 
ves(] no[} 


200. EXTERNAL CAUSE WAS 206. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Part 1 of item 18.) 
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CAUSE OF DEATH. 


0c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home. for ia (Cily or town) {County) {Stote) 
Hour om. While Not white foctory, street, office bldg.. etc. 
pom. 9 ot work [1] of work 
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MEDICAL CERTIFICATION: 
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ASSISTANT MEDICAL EXAMINER [7 yf. fe so ) 
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cate be executed within 24 baeurs after death. Page 4 
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(IF EITHER, NOTIFY MEDICAL EXAMINER) 


}20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY iHome, form, | 20f. (City ar town) (County) {Stote) 
Hour a.m, While Not sie foctaty, street, office bidg., ete. 
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MEDICAL CERTIFICATION 
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MARYLAND STATE DEPARTMENT OF HEALTH 


ws OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


24& CERTIFICATE OF DEATH v4383 


me AS 
& 3 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deccosed lived. If institution; Revidence before admission 
Dowty °. a. b. COUNTY 
> Soe Carroll RE Maryland Allegany 
£ Be b. CITY OR TOWN [If outside corporate limits, write [¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outside corporate limits, write RURAL ond give nearest town) 
g 3s RURAL and give neorest town} Pape 
~ 32 esville mo 28 days Cumberland 0102 +a 
€ 22 d. NAME OF HOSPITAL (if nat in haspital, give street address) d. STREET ADDRESS @. 1S RESIDENCE 
ee Sry St OR INSTITUTION ? ‘ON A FARM? 
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F=o0 38 To. Si 22b. DATE | 
a Oo sl 
<abee Lu 4 YPM ATTENDING MED STAFF Bo 
£28 8% ( M0, | PHYS. DIRECTOR PHys. (Of h-17 
OfFae Be OSS 22d. ADDRESS 
BB: 3a | Edmund Lusthaus M.D. S‘ringfield State Hospital,Sykesville, Md, 
=_ eve a SSS EEE LILES 
wo SEC D 23c. NAME OF CEMETERY OR CREMATORY 3d. LOCATION (City, town, or caunty} (Stote} 
be Wises i iS REMOVAL (Specify) 6 
eee isl RoseHill Cemete Cumberland Maryland 
2 2 24, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


“= 18 y Regygap [75- RegysTages or 


r 


Ee 
as 
=> 
Ror 
Sz 


Ruth BE, Silcox Cumberland Maryland 


—_ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 2 384 
LGQs CERTIFICATE OF DEATH ey 24 


1. PLACE OF DEATH 2 brs Meine 1 (Where deceased lived. If institution: Residence before admission) 
a. COUNTY MARYLAND b. COUNTY 


Carroll Maryland Anne Arundel Co. 


b. CITY OR TOWN (|f autside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside corporate limits, write RURAL ond give nearest tawn) 


we" Penryton 144 days Skidmore AK» J 


d. NAME OF HOSPITAL {/f nat in haspitol, give street address) d. STREET ADDRESS e. 1S RESIDENCE 


onmemmutpearyton State Hospitel Route 2, Box 385 et ers 


. NAME OF First Middl. Los! 4. DATE ye 
DECEASED Bs Fels st Month Doy er 


(Type or print) Perr Adley Smith Beata April 24, 19 60 


5. SEX 6. COLOR OR RACE |7. MARRIED §K] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


Male Negro = |woowe pivorceD 9-21-1897 as merits eayE=[itieaa| Ain, 


yes. 


10a. USUAL OCCUPATION (Give kind of wark dane! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar fareign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
during mast af warking life, even if retired) 


Laborer Government Skidmore, Maryland U.S.A. 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Phillip Smith Margaret Hiseman 


1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


(Yes, no. of unknown) (IF yes, give wor ar dotes of service} 
No | None Perry A. Smith - patient 


18, CAUSE OF DEATH [Enter only ane cause per line for (0), (b), and (€).] INTERVAL 8ETWEEN, 


ONSET AND DEATH 
SVAN? Lae ee a Cardiovascular Deficiency 


O02 YX DUE TO 
Conditians, if any, which (bh Far Advanced Bilateral Pulmonary 
gave rise to immediote > 
ectielloiiaraineiattiairay DUETO Tuberculosis, active 
lying cause last. {c) 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a}|19. re Sepia 


yes) no 


I after death. Page 4 


4 


Pages 1 and 2 shauld be filed with 


thin 24, 


Then please remave carbon papers. 


, 


200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part | or Port Il af item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hour a. m. While Not while factory, street, affice bldg. etc.) ! 
p.m. jot wark [[] at work [[) H 


MEDICAL CERTIFICATION 


olive an "hee 124 nt: 


"ADDRESS (Street, city ar tawn, stote) DATE SIGNED 
SIGNATURE > _._Henryton, Maryland 4-24-60 
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PHYSICIAN'S 
NAME (Type) 


6 


(Stote) 


| ffi D 


DATE MAY 2 al tl, ¢. he. 


page 3 shauld be detoched for use as the burial-transit permit. 
the registrar priar ta burial, cremation, ar removal, and in any event within 72 haurs after death. 


moy be 


TO HOSP! 


ae 
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ee 
$e 
as 


ool 
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eS 
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thin 2. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in 


Then please remave carbon papers. Poges 1 and 2 shauld be 


pena’ 


the registrar priar ta burial, cremation, ar removal, and in any event within 72 hours ofter death. 


The law requires that the death certificate be executed wi 


ined by the haspital ar attending physician. 


OR ATTENDING PHYSICIAN. 


page 3 shauld be detached far use as the burial-transi 


TO HOSA 
may be 


& 
> 
a 
= 
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Ki 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, a 


L43€ 


CERTIFICATE OF DEATH we 4365 


1, PLACE OF DEATH 
a. COUNTY)" 


2. USUAL RESIDENGE)'Where deceased lived. If institution: Residence before admission) 
0, STATE b. COUNTY |= 


ab (L29224 


MARYLAND: 


b. CITY OR TOWN (IF Sena corporote Vimits, write 
im ond give negfes! town) 


o 


aii hititic, 


Zi A 


d. NAME OF HOSPITAL (IF not n hospitol, give strest oddress) — 


OR INSTITUTION 


Liver. 


c. LENGTH OF STAY IN 1b 


¢. CITY OR TOWN (If outside corporote limits, write pe ‘ond give nearest town) 5 


(Metab LA TF. 2 as RESIDENCE 


ves [] No B= 


3. NAME OF 
DECEASED 


(Type or print) 


Fonale lh 


4. DATE Day Yeor, 
OF 
DEATH ry lol ) 
9. AGE (In IF UNDER 1 YEAR| IF UNDER 24 HRS. 
7, Jost birthd Min. 
gz ha a as 


__dyfting most of working life, even 


Lf fe 


10a. USUAL OCCUPATION {Give kind of work nm] 1b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or poreny cour 


—_— 


12. CITIZEN OF WHAT COUNTRY? 


AS: 


ate La Ue 


13. FAT! $ NAME 14. Ml IER": LES |AM| ~ 
i as a %, iD} ey NAME a 
CtAL . < ‘ —_ LOL AAPL Ya kid te 
15, S DECEASED EVER IN U. S. ARMED FORCES? |16. SOC! INFORMANT Address V4 
\" fo, of unknown) {IF yes, give wor or dates of service) ri Lj ; 1A 
| WSIEZAG, Ctl teth  LAMh Ett) LV ALAS LHR 
1B, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] f INTERVAL BETWEEN 
() fe] T AND DEAT 
PART 1. DEATH WAS CAUSED By: s 0) 
IMMEDIATE CAUSE (0) v AALS AYA 


DUE TO 


4rA¢ 


Conditions, if ony, which (b) 


gove rise to immediote 


couse (0), stoting the under. ( PUE TO 

lying couse lost (9 
a Part Il. OTHEA\SIGNIFICANT GONDITIONS am Ping j TO DEATH BUT,NOT RELATED Ton (0)]19. WAS AUTOPSY 
= \) PERFORMED? 
s 2 V9 YP VAR yes] NO 
= [a0a. AccIOENT WAS UNDERLYING) 1208. DESCRIBESEIEYW INJURY OCCURRED. (Enter ny 
8 JOR CONTRIBUTING L] CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& ]20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
ra] Hour 0. m. yo [While Not while foctory, street, office bldg., etc.) | 
= p.m, ‘ot work [] of weak { 

eo, 
21. I certify tgat | ajtended the meer. frap te WW aA 19Mah Phat | last saw the deceased 
alive an A a! (Soy O.. and that dedi eee Ais , fram tH causes and on the date stated above. 
\DDRESSAStreet, city or town, stote) 
é - 
ACTUAL ! b&b 
SIGNATURE. A et INRIA LT Sey MA 


‘lp 


Wilkens 


To. SAL. CREMATION, 


yy Reet \S, 


B.A be DIRECTOR'S SIGNATURE 


ry 


ee Neese 


ADDRESS 


SPE Lal 


F CEMETERY OR CREMATORY 


YE ita 


ae 


by the funeral director, 


4 


Pages 1 and 2 shauld be filed with 


OR ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 hahurs offer death. Page 4 


IRECTOR: After this certificate has been signed by the attending physician ond campletely 


ned by the haspitol or attending physician. 


ol 
page 3 should be detached for use as the burial-transit permit. 


TO HOSPI; 
may be 
TO FUNE! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ; 9 § 8 
rm CERTIFICATE OF DEATH My ted 


2. USUAL RESIDENCE (Where speed lived. If institution: 1 Residence before odmission) 
o“STATI 


LE fle Liens 2 SLPS TE 


cr eg {iffoutside corporote timits, write RURAL ‘and give nearest town} 


ib eet OF DEATH 


b. CITY OR TOWN, {if outide SEG 
RURAL ond give neorest town) 


oe 


¢ AWS MGA Eten Zz, : 
d. Bas or aaa (If not in hospital, give street SET “| / d. STREET ADDRES: 7 e & pee 
b 
<— 4 928 Cd E ves 0) NO EE 


Middle tost sapere Month Yeor 


3. NAME 
Rete HOR JoweS _ S7AzR_| Bam Ze vee 


5. Pass 6. Bead Z) RACE | 7. MARRIED ES -NEVER MARRIED Oo} 8 DATE OF BIRTH 9 fon ort lf UNDER a IF UNDER 24 HRS. 
- O° Min, 
ph, Ly 7-_|wioowe O pivorceo [] ’ /2 SCS 4 2 aoa ere 2 


ac 100. USUAL OCCUPATION (Give neo of work done| 0b. KINO OF BUSINESS OR IND! hy 1 BIRTHPLACE (Sfote or fateig 12. CITIZEN OF WHAT COUNTRY? 
os during pfost of working life, even if retired) 4 

c 3 wa LY TA Oth g 

Bs 

8s 

.J 


fae | 


N 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only ane couse per line for (0), (b). and (c)-] UNTERv S WEEN 


PART 1. OEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (} 


i ‘ So. DuE To 


Canditions, if ony, which ) 
Gove cise to immediote 

cotse (0), stoting the under- QUE TO 
lying couse last. td 


Then please 


the registrar prior to burial, cremation, or removal, and in ony event within 72 hau 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vo) ] 19. Me ee 
« ) ves] No 


200. ACCIDENT WAS UNDERLYING C]__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Part 1! of item 16.) 
‘OR CONTRIBUTING CI CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
8c TOME OF INJURY” Month, Day, Yeor [20d. nuURY OCCURRED [20 PLACE OF INIURY (Home, Farm, 120 (City or town) (County) {Stote} 
Hour. m. ie Nettles bad oa acc 
p.m. jat work [[] at work 1 


MEDICAL CERTIFICATION. 


21. | certify that | attended the deceased from, DULY 29 19.27, ie AP RILVG, 19.62. ,that | last saw the deceased 
alive an_____. ALLL G, 19G2___, and that death accurred at@2_/7M, from the causes and an the date stated abave. 

* ; Li . ADDRESS (Street, city or town, stote} DATE SIGNED 
Sette ‘ wT LIDECE AD 


rnsANS AM A: STF#WS MSTA INSTER AAD, 


io. BURIAL, CRE! oe TION, | 2b. DATE THEREOF ‘Zac. NAME OF CEMETERY i saw, 22d. LOCATION (City, town, of count 
R iva ee 70 x /, ape js ‘ 
4 Ag. LEZ DOE, Can DAS fe 22 t V FE tof te 


PSTN EAL PIREGLO BS ICR Peru 2do. REC'D BY REGISTRAR | 24b, REGISTRARS SIGNATU 
oe Bo! Pore APR 21 60 ets oh re 


—_ 


led with 
ne 


oon 


Kk: 


urs after deoth. Page 4 


x 


4 


RECTOR: After this certificate has been signed by the attending physicion and campletely fillea?/& by the funeral director, 
Poges 1 ond 2 should be 


icote be executed within 24 


in 72 hours ofter death. 


Then please remove carbon papers. 
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OR ATTENDING PHYSICIAN: The low requires thot the deoth certi 


ed by the hospitol or ottending physician. 


fy) 


te 


page 3 should be detached for use as the burial-tronsit permit. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


1296 CERTIFICATE OF DEATH nee be '7 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceated lived. If institution: Residence befare admission) 
9.COUNTY) Z 9 COUNTY ee 
, Lh tt, Mot. C#t Vy ie 
b. CITY OR TOWN (IF outside Epa limits, wei ©. CITY OR TOWN (IF ouside corporate limits, write RURAL ond give nearest town) 
RURAL ond give neorest town) = 


tA te 
d NAME OF HOSPITAL, We cg in hospitot, * street address) F e. 1S RESIDENCE 
OR IRGHUUN . 3 ON A FARM? , 
a as $ , yes [] No £J— 
|. NAME OF ~ First Middle Lost 4, DATE Manth Day Yeor 
DECEASED ; = Pay: OF , 
(Type or pri) Le igs a CLA RL VO= STOCKS DFCEF diam AE ies YS ee pete 
7. maRRieD [] Never MARRIED [-] |8 DATE OF ara 9. eas mon ak UNDER 24 HRS. 
iethd Mi 
wivowen E~  ovorceo ) [W/Z i 


a. USUAL OCCUPATION (Cie kind of <a done] 10b. KIND OF BUSINESS OR INDUSTRY Ty aigHiace (Stote of foreign om iss bes OF WHAT COUNTRY? 


during most af working n if retired) 


, = : ® (fi (eZ 
N A 
l i} ‘ATHER'S NAME 5 TA. MOTHEES MAIDEN NAME z Ft 
Part LG Gh 2 AL EKG ECE (ee 


AS CeeEMED ‘VER IN U, S$. ‘ARMED FORCES? 
0, oF unknown) Ait yes, give wor or dates of service) 


Te, SOCIAL SECURITY NO. V7 NFORMANT — 3 Addrens 7 ee Aina 2 De 
217-18 TCO, ty M74. SFEL4 FI Lkpaacal Dts - t 


18. CAUSE OF DEATH [Enter ‘only one couse per ine for (9). (b), ond c)-] INTERVAL BETWEEN 
<7 ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: Cle 
IMMEDIATE CAUSE (0] E 


f 20, | DUE TO 


Conditions, if any, which rn 
gove rise to immediote 7 
cotse (a), stating the under- (| CUE TO 
lying couse last. i 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a}| 19. Fahey 


RMED 
yes] NO [A 
200. ACCIDENT WAS UNDERLYING [J | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part { ar Part I af item 18.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, “pe Yeor | 20d. INJURY OCCURRED [| 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Stote) 
fe ote op While Not stil foctary, street, office bldg., etc.) ¢ 
p.m, Jat work [] of work = 
i 


21. 1 certify that t attended the deceased fram. that | last saw the deceased 


ative on_ Ct Aw 2. , 12Ga.. dnd that death occurred At EM, | ae the causes and an the date stated above. 
ADDRESS (Street, city ar town, stote) a NED 


Td. eee Town, oF county) (State) 
4 92S Leu 


a 240, REC'D BY REGISTRAR ‘2db. REGISTRARS SIGNATURE 
AyateapR 5 '60 Cinttun S Kan 


\ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ‘ 
443°] CERTIFICATE OF DEATH new at 388 


19___, that | last saw the deceased 


oA) ee 4 & _M, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, Vel. ifieho 


ined by the haspital ar attending physician. 


s Lf MO. Tl sap Te tascry WI. VDRO OFS 
NAME type} E.fuvbler The $077 _ [anes (Tec) scale err Yiofé (G ¢ 


page 3 shauld be detached far use as the burial-transit permit. 


the registrar priar ta burial, cremation, ar remo: 
few. 


* < 
& 2 it. Liga aah ai Relate ata {Where deceased lived. IF institution: Residence before admission} 
s gy °. a. b. COUNTY 
= x Carroll MARYLAND ‘Maryland Carroll 
Seis rs b. CITY OR TOWN {if outside corporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If autside carporate limits, write RURAL ond give nearest town) 
8 5 RURAL ond give nearest town) x 
2 32 Rural -Taneytown 7 years Rural- Taneytown 
€ 22 d. NAME OF HOSPITAL (ff nal in haspital, give street address) 4. STREET ADDRESS e. 15 RESIDENCE 
8 a f OR INSTITUTION ON A FARM? 
res R.D 
a # au Re D # 1 yes [& NO () 
= =e a ¥ NAME of First Middle lost 4, DATE Month aa Yeor 
ES Cypser rin) LINDSAY z. STUNKLE death April 19 60 
a: >e 5. SEX 6, COLOR OR RACE |7. MARRIEQK] NEVER MARRIED (| 8 DATE OF BIRTH 9. AGE sige ear TF UNDER 24 HRS. 
Bos 6 fonths| Doys | Hours] Min. 
2 ts Male White wipoweD [] ovorceoO] Fanuary U5 1884| 7 yrs 
et € ae 10a. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. SIRTHPLACE mes ‘or fareign country) 12. CITIZEN OF WHAT COUNTRY? 
8 §e during most af working life, even if retired) * 
ee, Foreman Road Construction =* Maryland U.S.A. 
3 ye a 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
e § 
3 eX Henry Stunkle Egtelle Larman 
fe ~ y 2 3 Pe ys WAS — IN U, S. ARMED FORCES? tt SOCIAL SECURITY NO. INFORMANT Address 
i a fes, no, OF unl 
& of 
B pts TRI nf MEET RARAERKD 1 7-10-0851] Mrs, Edna Shipley Stunkle, Same 
£ 33.8 
9 & oi 18. CAUSE OF DEATH [Enter anly ane couse per line for (a), (b), ond (<}.] ae INTERVAL BETWEEN 
oD i= 0° PART |. DEATH WAS CAUSED 8Y: 4 A # ] F: 3 2 
eae , IMMEDIATE CAUSE (0). Ma ecaraia Yuy aro} fe 4 Babe 
5 =? TAO,1 { DUE TO 
x q Z 
~ 2eF Condisamnitionymaticn wo Cevonor ce lrusioiwy | hes 
8 BES gove rise to immediote 
3 gis cause (0), stoting the under- ( DUE TO Cc ArT 4 
geese viaseettias ge a Tor A Wey Ar e "of iS@os © tAL ane 
z 3 ? P. . rf Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) | 19. py tak fi 
BS2f5 f eizg 
eas fa yes] NO 
2 S 
ie ie = [200, ACCIDENT WAS UNDERLYING 1] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Part Il of item 18.} 
z . I OR CONTRIBUTING C1 CAUSE OF DEATH 
< 2 © [(IF EITHER, NOTIFY MEDICAL EXAMINER) 
Ses & [20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1204. (City or town) (County) (State) 
= Ee 6 Hour 0. m. 5 While Not while foctory, street, office bldg., etc.) 
Es 3 p.m at wark [7] ot work 
ae 
o < 
£28 
4 
eva 
Sse 
a 
i 
< 
4 
sy Zz Ta. ee enaron Wb. DATE THEREOF Qc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, tawn, or caunty} (State) 

~ 
Bs urial 4-23-1960 St. Paul's Cemetery | Frederick Co. Ma, 
Ke oF 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do. REC'D BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE 


VS AIS (4) 
15M 9/58 


C.M.WALTZ, Winfield, Maryland DaTIApR 2 5 ‘60 Cathkin 2 Kiasad 


MARYLAND STATE DEPARTMENT OF HEALTH 


seme 


BM ¢ STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 2 3 ( 
oe CERTIFICATE OF DEATH 438 } 
& 3 i pUACe eee e beet aS (Where deceased lived. If institutian: Residence befare admissian) 
i Pade oS) b. COUNTY ¢ 
eo i Carroll inna Maryland =< 
Fs asl > b. CITY OR TOWN (If outside carporate limits, write] ¢, LENGTH OF STAY IN 1b €. CITY OR TOWN (If outside carporote limits, write RURAL and give nearest tawn) 
8 os J RURAL and give nearest tawn) ps 
oe Sykesville 8yrs.llmos.13das. _ Baltimore ea'.e Fi 
2 2 ¢. Se eOnone {If not in hospito!, give street oddress) d. STREET ADDRESS e. Bae Hn 
2 oe 
sae eee Springfield State Hospital 411 E. Orchard Avenue #25 ves C]_No Dt 
< 
3. NAME OF First Middle Lost 4, DATE Month Do; Yeor 
DECEASED OF 
¥ (Type or print} Harry H TIERNEY DEATH April B 19 


5. SEX &. COLOR OR RACE |7. MARRIED [] NEVER MARRIED PX | 6. DATE OF BIRTH 9. AGE a F TF UNDER 1 YEAR] IF UNDER 24 HRS. 
las itl ae Manth: Day Hours Min. 
male white woowe oivorceo 1] | July 6, 1896 $3 = ae daa ee 


10a, USUAL OCCUPATION (Give kind af wark dane|10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast af working life, even if retired) 


none --- Baltimore, Maryland _ United States 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
iy Thomas Tierney Catherine Zell 
Dee ae ta Ee AE ela ela iE SOCIAL SECURITY NO. |17. INFORMANT Address 
no — unknown Records of Springfield State Hospt., Sykesville, 


, and in any event, within 72 hours after death. 


1B. CAUSE OF DEATH [Enter only ane cause per line far (2), (b), and (<).] Maryland INTERVAL BETWEEN 
PART DEATH WAS CAUSED BY, Bur dm infarct yea eee: Ua 
IMMEDIATE CAUSE (0) onary arc ays 
3 { { DUE TO 
E any, wi Hien w Cardiac hypertrophy and dilatation ears. 
gove rise ta immediote( 1 


cause (0), stating the under- 


tronsit permit. Then pleose remave carbon papers. Pages | and 2 should be filed with 


ate has been signed by the attending physician and completely fi 


factary, street, affice bldg., a 


Hour 


¢ lying cause last. (q__-7= 
2 a Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (a) |19. MA a 
ay - 
a 2|8| Epilepsy with mental deficiency vesK] Noo 
= = 200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Part Il af item 18.) 
a | OR CONTRIBUTING [] CAUSE OF DEATH 
c & | (IF EITHER,-N@TIFY MEDICAL EXAMINER) —_—— 
z ss. =a 
$ 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, form, 1 20. (City or tawn) {County) (State) 
a 
= 


Nat while 
We 


21. certify that (I) Aitls haspital) attended the deceased fram. Apr. 23... Jo_Apr. 5... -19.6Q., that (I) (we) last 


__-- 19.60, and that death accurred at Tae. the causes and an the date stated abave 
22. DATE 5 


OR ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 2, 


ined by the hospital or o 


Wo.) AVES ge Blrecror CFS. 4/8766 
/ 22. PCN 22d. ADDRESS 
®: (we) Ellis S. Margolin Sykesville, Maryland 


poge 3 should be detached for use os the buri 
the State Board of Health priar ta buriol, cremotian, or removal, 


oS 23 230. FEM GAL GRE Oo 23b. DATE THEREOF IF CEMETERY OR CREMATORY , fawn, ar county) (State) 
aie 60 Baltimore » Md. 

- e 24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR 25b. REGISTRARS SIGNATURE 

Va AIS (a JOHN F. DENNY, INC. 715 Light st. vere APRE 80) Ciitha £ Kinwe 


Baltimore-50, Md. 
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é om 

rhea j 

3 3 it; eS Rear : 2. USUAL RESIDENCE (Where deceoted lived. If Inslitution: Residence before admission) / 
a. JUIN * s 

ot Carroll marmano || °S™F Maryland » COUNTY Baltimore Cit; 

= y b. CITY OR TOWN iit outiide corporate timin, write RURAL ¢. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest town) 

§° ‘ond give nearest town) ‘ ip Ni 

go Sykesville Dy Ben a Baltimore Cit; BVO/.F 

8 8 “ d. STREET ADDRESS @. IS RESIDENCE 

ae rs ON _A FARM? 

2 fe E yess] now] 

= 3. pecs OF First Middle los! 4, DATE Month Dey Yeor 


9g Oy ee 
3. SEX 6. COLOR OR RACE |7- MARRIED [] NEVER MARRIED [{]| 8. DATE OF BIRTH 9. AGE (In yeon IF UNDER 24 HRS. 
baa | Months | Doys Min. 

Male e wioowep[] —oivorceo] | 19-959) 35 oy. 

109; USUAL OCCUPATION (Give kind of work done] 1b. KIND OF BUSINESS OR INDUSTRY |. BIRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) ° : 
None LITA Maryland U.S.A. 

13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
William Trower nknown 


1S. WAS foe EVER IN U.S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


(es, ne, of unknown! {HF 701, ahve wor or dotes of service) 


wm unknown Springfield Hospital Records 


OF 
(Type or print) George Trower eo 


lf ony 


2, and 3 ta the funefo: 


\ 


File pages 1 ond 2 with the registrar priar to burial, 


INTERVAL BETWEEN. 


ith farm PM3. Page 5 moy be retained far your 


= 1B. Enter only ane cause per line for (a), (b), ond (c) 

: MATT DOMVACCREDR  Asohoaig pote 
& IMMEDIATE Cause fo) __ ASPNYS1a manutes 
3 SoS) me DUE TO 

g Conditions, if ony, which m___Obstruction of nose and mouth from mud in river | minutes 


gove rise to immediate coure 


in pencil in Item 18. Give Pages 1, 


EDICAL EXAMINER: This certificate shauld be executed within 24 hours after death. 


ee {a}, stoting the underlying( DUE TO 
O 4 couse lost. teh 
° Se 
ris 3 PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)|19. WAS AUTOPSY 
25 = ie sychosis with convulsive Disorder. Clouded state. ea en 
Duk x uv [X] 
Sée & [200. ext Ww. . DESCR 7 injury i 2 
Rete E [PRIMARY Elor COnPRICUIING (| DESCRIBE HOW INJURY OCCURRED. Enter nate of ilurrin fatter Pacilatdendiad, Was an epileptic. 
2éz oy | eect Don't know. Man had not’ been seen for several days. 
o Se ee ee 
gh 8 § | 20. TIME OF INJURY “Month, Day, Year [20d. INJURY OCCURRED [20e. PLACE OF INIURY (Home, Form, 120F, (City or town) (County) (State) 
2 Ba 1 (Whee ey Netasti= fecory, sect, fies Big. ee) | 
£39 2 p.m. wed 
gis 21. | certify thot | took charge of the remains described above, held an Autopsy (_], Inspection [], Inquiry [1], and find that 
pas death resulted from: Natural causes ["], Accident ], Suicide [], Homicide [1], Undetermined couse []. 
oUF 
= ov 
& 3 # pas 7 aap, CHIEF MEDICAL EXAMINER [1] 172/60. 
ze- z 5 9 ASSISTANT MEDICAL EXAMINER [1] 
ws & : NAME (Type). 41-7) 4} tH DEPUTY MEDICAL EXAMINER BY 
geist Ze. BURIAL CREMATION, | 22. DATE THEREOF ec. NAME OF CEMETERY OR CREMATORY, 2d. LOGATION (City, town, or, county) (State) ; 
08265 REMOVAL (Specify) , ; ! La, Catt, /y ay Gf 
eee Deets, le Hot A Vrttil! A¢-, 


(ass al Ab oA 


240. REC'D 8Y REGISTRAR ‘2db. REGISTRAR'S SIGNATURE © 
pafPR 11°60 | tan f Kea 


YS. AISME(5) “if 
5M 9/55 tialee., Le 


73. FUNERAL DIRECTORS SIGNATURE 
Z L/D “A fee 
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ined by the haspital ar attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signe 


ae) 


TO HOSP 


a 


Pages 1 and 2 shauld be filed with 


the State Board of Health prior ta burial, crematian, ar remaval, and in any event, within 72 haurs ofter death. 


Then please remave carban papers. 


‘ansit permit. 


page 3 shauld be detached far use as the bur 


MARYLAND STATE DEPARTMENT OF HEALTH 


“904 
DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND U4 si Jv i 


LL&AD CERTIFICATE OF DEATH 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
. COUNTY o. STATI 


Carroll MARYLAND * Maryland » COUNTY Montgomery. v 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
URAL ond giye neorest town) 


Sykesvilie 7 days Wheaton foo = By 
d. Denon (If not in hospitol, give street oddress) d. STREET ADDRESS 11 8Oeh Georgia Ave. °. 8 SIDE CE 

Springfield State Hospital B2PQiRendLehonsDVRAVE v6] NO GE 
oe First Middle Lost 4, DATE Month Day Yeor 


Tice ee Alice A. Ulinski beam = April 12, 196 


5. SEX 6. COLOR OR RACE u MARRIED [-] NEVER MARRIED [7] | @ DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


lost birthdoy) 
Female White —|wioowent —pivorceo] | July 9, 1882 17 ys 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Housewife own home - Unknown U.S.A. 


13. FATHER'S NAME 14. MOTHER’S MAIDEN NAME 
Unknown Unknown 


‘si WAS, oo i), S. eaves FORGES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
NEESER INU ARMED FORCES . 
No ae - Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (0). ond (¢)-] INTERVAL BETWEEN, 
PARTI. DEATH Wascasmoe, Arteriosclerotic cardiovascular disease ears 


HO | DUE TO 
Conditions, if ony, which im Myocardial infarction Days 


gove rise to immediote 
couse (0), stoting the under. ( DUE TO 


Rene eden __Pernicious_anemia | Unknown 
Paat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART mi was AUTOPSY 


C.B.S,assoc.with cerebral arteriosclerosis withbsychosis. 4 Nol 


yes [} No [F 
200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20F. {City or town) (County) {Stote) 
Hour o. While Not while foctory, street, office bidg., ie 
p. 19 Jot work [] ot work (7) 


21 | certify that (I) {this haspital) attended the deceased fram. April 5s___. 19 to Apr: 25, 1900. | that (1) (we) last 
saw the deceased alive on. AD el 60, and that death accurred alt 2 Mom the causes and on the date stated abave. 
jo > an 7b.DATE 
t—ef ta na ARES Bieoe AA 1/22/88 
RIL ONG 2d. ADDRESS 
ea Edmund Lusthaus, M.D. Springfield Hospital, Sykesville, Md. 


230. BURIAL, CREMATION, 23b. DATE THEREOF 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) {Stote) 
TRANG" SPHORTAL 4/16/60 POLISH CEMETERY NATRONA HEIGHTS, PENNSYLVANIA 


ti: NER DIRECTOR! EMORY ADDRESS 280. REC'D BY REGISTRAR 25b, REGISTRAR’S SIGNATURE 


SILVER SPRING, MD, o¥pp 18°60 


MEDICAL CERTIFICATION, 


MARYLAND STATE DEPARTMENT OF HEALTH aver 
2p Mapa email ate a mle aaa lad v4ay re 


CERTIFICATE OF DEATH 


1, PLACE OF PeHorroll oe mail poet (Where deceased lived. IF institution: Residence before admission) 


mamnano ||?" "Maryland SON" Baltimore City 311 


B. CITY OR TOWN (If autside corporate limits, write |¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {IF outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 


Sykesville 2 yrs,,6 days|| Hanover /3X-2 


d. NAME OF HOSPITAL (If nal in haspita!, give street address) d. STREET . IS RESIDENCE 
OR INSTITUTION “etl ! Se dae eta © ON A FARM? 


Springfield State Hospital Route # 1,Box 137 B v5 [] NO Et 


. NAME OF Fi ddl 4. DATE 
DECEASED es Middle lost f Month Oay Yeor 


(Type oF print) James Dennison Wadsworth DEATH April 10 1960, 
5. SEX 6. COLOR OR RACE ]7. MARRIED L] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE {In yeors IF UNDER 1 YEAR|IF UNDER 24 HRS. 
last birthdoy) 


Male White wiooweo Xi] ovorceo[] |May 5-188), e yes. sored Liesl aa) 


10a, USUAL OCCUPATION (Give kind of work oe KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


ra mast of warking life, even if retired) mpicired Maryland UeSehic 


9. COUNTY 


rs after deoth. Page 4 


¢ 


Pages 1 and 2 should be filed with 


in 72 hours after death. 


atchman 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Henry Wadsworth Percilla Dennison 


15. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


“no | p1107-1120. |__Hospital records _ Sykesville,Maryland, 


no 
1B. CAUSE OF DEATH [Enter only ane cause per line for (0), (b), ond (c)-] INTERVAL RETIEEH 
ART I. p 
PART I. DEATH Was caused ev. Arteriosclerotic Heart Disease 


LOA 
20 WH 
a mae pueT® Generalized arteriosclerosis 
Conditions, if any, which e 


gove rise to immediote 
cause (0), stating the under. ( SUE TO 
lying cause last. ©) 

Parti. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING, TO, DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}/19. Pad AUTOPSY 
Chrdtite’ Brain’ “Syndrome -assoewith cerebral arcerLosclerosis. (01/19. PERFORMED? 
fob Teavecue hrosis ST] No Bg 


200. ACCIDENT WAS UNDERLYING [} 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Part II of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Then please remave corbon papers. 


the State Board of Health priar ta burial, cremation, or removal, and in any event, wi 


ransit permit. 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED. 200. PLACE OF INJURY (Home, form, 1 208. (City or town) (County) (Stote) 
Hour a.m. While Nov whili foctory, street, office bldg., etc.) ! 
p.m. ot work [7] at work 


MEDICAL CERTIFICATION 


21.1 certify that (I) (this ee eae the deceosed from. : : Ss 19.60, thot (I) (we} lost 


saw the deceased alive on. wand that deoth occurred at’ ___.M, from the couses and an the dote stated above. 
22a. SIGNATURE ‘2b. DATE 
f ATTENDING MED. STAFF 
PH’ O__pirtctor C1) PHYS.) 
a GES 


Agustin del Campo Sykesville,Maryland. 
‘23a, BURIAL, CREMATION, | 236. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (Stote) 


"BORYET” | 4/14/60 South Fork Ceme South 


24. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 250. REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 


H.Sander & Sons, Inc. Baltimore, Md. joa APR12'6 Cxitua § Finns, 


ed by the hospital ar attending physician. 
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TO FUNERné DIRECTOR: After this certificate has been signed by the ottending physicion and completely fillea int by the funeral director, 


page 3 should be detached for use os the burt 


TO HOSP 
may 


are 
aa 
= 
2 
= 
S 


‘ 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH ANO RECORDS — BALTIMORE 1, MARYLAND 


ae (re 
L&G2 CERTIFICATE OF DEATH Ladys 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
0. COUNTY 9. STATE b. COUNTY, 
MARYLAND "y 
erno M Mervland Howard 
b. CITY OR TOWN (If autside corporate limits, write |e. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 


ves i 15 days Rovte #3 Ellicott 


d. NAME OF HOSPITAL “IF nat in hospitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
‘OR INSTITUTION ON A FARM? 


winefield Stete Hoanital : : ves C] NO 


|. NAME OF First Middle 
DECEASED 


(Type or print} 7 je _Rinehert Warfield . 
. SEX 6. COLOR OR RACE | 7. 8. DATE OF BIRTH 9. AGE (In yeors 
MARRIED 7] NEVER MARRIED [} 296 nt iahtey) 

female vbite _|wieowe O ovorceo] June 5,189 630. 


100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 
during most of working life, even if retired) 


Housewife - Maryland 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


is S n Rinehs Emma Clara Brengle 


WAS DECEASED EVER IN U. S. ARMED. ven SOCIAL SECURITY NO. |17. INFORMANT Address 


no, of unknown) {IF yes. give war or dates of service), 
ed 13-09-6092 Bet a ered Diamant R sas 
18. CAUSE OF DEATH [Enter only one couse per line for (0), {b}, ond (c).] INTERVAL BETWEEN 
ONSET AND DEATH 
PART |. DEATH WAS CAUSED 8Y: le 


, IMMEDIATE CAUSE (a). Bronchopnenmonia days 


} ix DUE TO 


v, 
Conditions, if ony, which i 
gove rise to immediote : 

DUE TO 


ith 


Vv 


(= ye 


gf: her death. «Paghia 


te has been signed by the attending physician and campletely filled in by the funeral directar, 


Pages | and 2 shauld be filed 
[ey 


Then please remave carban papers. 


couse {0}, stating the under- 
lying couse lost. fe} 


Paat Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19.. CcRRoR Hea 


B associated with pre-senile disease ves Nof] 
20a. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) {Cavnty) {Stote} 
Hour 0. m. While Not while factory, street, office bldg., etc.) | 
p.m. 19 lat work [] ot work ' 


21.1 certify that (I) (this haspital) attended the deceased fram. 4=1 3-00 eles ay. toa 6 - V9...2, that (I) (we) last 


saw the deceased alive an. 4/22/60. ___19___.. ond that death accurred d12.$5@A, Hroltethe causes and an the date stated abave. 
Za. SIGNATURE 


ie { 22b. DATE 
ge Leb Cru Mo lARE™S 5 Moe STA Jenks 
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cremation, ar remaval, and in any event, within 72 hours after death. 


MEDICAL CERTIFICATION 


ned by the haspital ar attending physician. 


LOR ATTENDING PHYSICIAN 
TO FUNERAL DIRECTOR: After this certifi 


/ 22c. PHYSICAAN'S. ‘@2d. ADDRESS 
NAME(fType} 


Agustin delCampo, M.D. 
23a, BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town," or county) (State) 


RENCYAL eee 5a] 60 


cA [OR'S SIGNATURE ADDRESS , REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 


S, 
) LAE! Liktaaa ez we MAY 3°80 | Catan Hinge 


W 


page 3 shauid be detached far use as the burial-transit permit. 


the State Baard af Health priar ta buri 


ecessary, please exe 
Page 4 shavid be 


‘ectar. 


hy is ni 
priar to buric!, crematian, 


+ 


and 3 ta the funert 


{f any, 
id to the Chief Medical Examiner's Office alang with farm PM3. Page 5 may be retained fog yaur files. 


in 24 hours ofter death. 
File poges 1 and 2 with t 
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rc) 
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te shauld be executed wi 
in pencil i 


MEDICAL EXAMINER: This certifi 
ertificate, writing the ward “‘pending™ 


” 


cute 
forw. 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. 


ar removal. 


TO DEI 


YS. AISME(S) 
5M 9/55 


x< 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Pane 
1.423 MEDICAL EXAMINER'S CERTIFICATE OF DEATH vege 


Reg. Dist. No. 


2. USUAL RESIDENCE (Where deceased lived. If Institution: Residence before admission) 
9. STATE VL A b. COUNTY 


1, PLACE OF DEATH 
0. COUNTY tL UA 
~Lt—-t MARYLAND 


b. cry OR TOWN ud ovhide sedi limite, write RURAL ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outtide corporate fimits, 


ond gi tows) a8 
JYUtL AAA Len Q ai J 
d. NAME OF HOSPITAL OR IPSTITUTION (If not i hospital, give street sddress) i] d. STREET ADDRESS: . IS RESIDENCE 


ON A FARM? 
a 


3 po = Firn Middle lot 4 DATE 


ties eel tLh NA ~/fy AR D-WH PRT 
5. SEX 6. ay BRACE |7. MARRIED [AANEVER MARRIED []| 8. DATE OF BIRTH 9 AGE 
widowep [] Divorced [] a Tl 7H] y 


100, Moen cu ak mn kind of work done! 10b. KIND OF BUSINESS OR IN! RY | 1). BIRTHPLACE (State or ,Fareign, country) 12, CITIZEN OF WHAT COUNTRY? 


Oh a even if retired) (ter Su; Zz) y. ws 


‘UE THER” Ss NAME 14, MOTHER'S MAIDGN. NAME = 


’tteed © Wb Le “ee C2 Ceceole~ 


i WAS ie a INU. S. ARMED sie yi SOCIAL SECURITY 5: uA INFORMANT 
5 WAS 0 RIN U, 5. ARMED FORCES? 
<0 —VHles W bs wtih, - yes 


1B. =e OF DEATH [Enter — ‘one cause per line for (0), (b), and o INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED 8¥: 
IMMEDIATE CAUSE (a) 
DUE TO 


8, if ony, which Piss 
'@ to immediate coure 
(9), stoting the underlying( OVE TO ‘ 
couse lost. =) Tae ee 
PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART pie, ter AUTOPSY 


ERFORMED? 
yes—] NO 


‘200. EXTERNAL CAUSE WAS. 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part 1! of item 1B.) 
PRIMARY () or CONTRIBUTING () 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Doy, Year 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, 120f. (City or town) (County) (State) 
Hour 9. m. While Not oe foctory, street, office bldg., etc.) | 
Pm, ot work [] ‘at work H 


21. I certify that | took iat of the remains joa abave, held an Avtapsy [_], Inspectian'], Inquiry Ri. and find that 
death resulied fram: Natural fe Accident [1], Suicide [[], Homicide (Undetermined cause [7]. 


MEDICAL CERTIFICATION 


map, CHIEF MEDICAL EXAMINER [7] DATE SIGNED 


ASSISTANT MEDICAL EXAMINER 


4 S, \ 
LY ARS Hh DEPUTY MEDICAL EXAMINER CD 


Za. BURIAL CREMATION, ‘2%. DATE THEREOF Tic. Ni OF CEMETERY OR CREMATORY town, or county) WA (Sy tale) 


pga Ne [a2 me 


2 peatees Ee DIRE Tia, RECD BY REGISTRAR | 2b, REGISTRARS SIGNATURE 
TE APR 13 '60 Onthun £ Fear 


dL) 6. 


MARYLAND STATE DEPARTMENT OF HEALTH 


IVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND uv 4 | G iS 
e 


4&4 CERTIFICATE OF DEATH 


onl 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). and (c}.] 
PART I. DEATH WAS CAUSED BY: 2 = . 2 
IMMEDIATE CAUSE i)__Bilatér{al Bronchopngumcnia 
49 | x DUE To 
Conditidns, iffony, which 


(b) 


gave rise to immediate | 


INTERVAL BETWEEN 
ONSET AND DEATH 


Days 


x « 
& B: if be ell Th age RESIDENCE (Where deceosed lived. If institutian: Residence before admission) 
of 0. STATE b. COUNTY 
oy Carroll MARYLAND Maryland Montgomery 
= 8 b. CITY OR TOWN (if outside carporote limits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give necrest town) 
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2 + Ho al d. NAME OF HOSPITAL {IF not in hospitol, give street oddress) d. STREET ADDRESS. e. IS RESIDENCE 
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